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Another Mosby Book 


NEW FIFTH EDITION— The Key-Conwell Classic 


Management of FRACTURES, 
DISLOCATIONS and SPRAINS 


Known since 1934 as the “Fracture Bib‘e” — nationally and internationally — this New 
1951 Fifth Edition represents, as never before, the insurance you and your patients need on 
all types of fractures, dislocations and sprains. 


By JOHN ALBERT KEY, B. S., M. D., St. Louis Missouri. Clinical 
Professor of Orthopedic Surgery, Washington University School 
of Medicine; Associate Surgeon, Children’s and Jewish Hospitals. 


and H. EARLE CONWELL, M. D., F. A. C. S., Birmingham, Ala- 
bama. Associate Professor of Orthopedic Surgery, University of 
Alabama School of Medicine, Chief of the Orthopedic Service, 
South Highlands Infirmary, etc. 


1232 Pages @ 1195 Illustrations 


(over 300 new ones in this edition) 


Price, $16.00 


Since there is perhaps no better known, nor more popular 
book on the subject, there are naturally very good reasons for 
the international acceptance of FRACTURES, DISLOCA- 
TIONS AND SPRAINS. It has been referred to as the 
“most comprehensive and practical source of information on 
the subject.” The reviewer in Journal of Bone and Joint 
Surgery said: “No other clearly surpasses it, and this re- 
viewer feels that Key and Conwell lead the field.” 


This revision has been truly thorough. In additon to 
having been brought completely up to date, so much new 
material has been added that it was necessary to reset the 
entire book. In other words, the authors “‘started from 
scratch”—and so did we. 


Let those who have used former editions not be deluded 


Thousands of doctors all over the world have used it in 
fracture emergencies, and their patients have enjoyed resto- 
ration of function in the shortest time through its efficient 
methods of treatment. 


Order 


Form 


Please send me: 


Name 


Address 


THE C. V. MOSBY COMPANY 


into the idea that they “‘do not nced the new edition.”” To do 
justice to the emergency treatment of fractures, you need 
a truly representative work of the modern and up-to-date 
methods—and Key-Conwell fills that need now and will con- 
tinue to do so for many years to come. 


SMJ 9-51 


3207 Washington Blvd., St. Louis 3, Missouri 


Key-Conwell Management of FRACTURES, DISLOCATIONS AND 
SPRAINS—New Fifth Edition ($16.00). 


) Enclosed find check. 


) Charge my account. 
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Par-Pen’s dual action provides 


potent bacteriostasis 


rapid and prolonged vasoconstriction 


Potent bacteriostasis—Par-Pen provides 5000 units of penicillin per cc. It is 

therefore a potent weapon against the many penicillin susceptible bacteria which frequently 
initiate colds, and which almost invariably prolong and intensify colds of primarily 

virus origin. 


Rapid and prolonged vasoconstriction—‘Paredrine’ Hydrobromide produces shrinkage 
approximately twice as rapidly as ephedrine and nearly three times as lasting. 

The nasal passages are opened so that the penicillin can “get through’ to the infected areas. 
(‘Paredrine’ does not produce ephedrine-like central nervous side effects; and, unlike 
many vasoconstrictors, does not break down penicillin.) 


Smith, Kline & French Laboratories, Philadelphia 


Pa [- Pe | The penicillin-vasoconstrictor 


combination for intranasal use 


Formula: Par-Pen contains crystalline 
potassium penicillin G, 5000 units per cc.; 
‘Paredrine’ Hydrobromide, N.N.R., 1%; 

in a specially buffered isotonic aqueous 
solution. Packaged in '2 fl. oz. bottles. 


‘Paredrine’ and ‘Par-Pen’ T.M. Reg. U.S. Pat. Off. 
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Living Pathology 


PATTERNS 
of DISEASE 


On a Basis of 
Physiologic 
Pathology 


by Frank L. Apperly 
M.A., M.D. (Oxford), 
D.Sc. (Melbourne) , 
F.R.C.P. (London). 
Professor of Pathology, 
Medical College of Virginia, 
Richmond, Virginia 


Lippincott 


Philadelphia » London + Montreal 


adapted to the Needs of Medical Practice 


The all-important basic sciences are integrated 
with the practice of medicine in this stimulating 
book. It presents “‘living pathology” based upon 


indicated physiologic function or malfunction. 
Throughout, the emphasis is on function as 
well as structure. Both are discussed fully in 


order to explain the disease pattern. 


Patterns of Disease starts its analysis at the be- 
ginning rather than at the end of disease. It 
presents the concept of the patient as a whole, 
tracing the progress or the probable progress 
of disease step-by-step: the biochemical changes, 
the altered function, the altered anatomy and 
the final restoration of the patient to health. 


The compensatory mechanisms set up by the 
body in disease are interpreted and the early 
recognition of disease is stressed. 


Clinically oriented, this volume is directed to all 
who recognize the important role of physiology 
under pathologic stress and the necessary appli- 


cation of these sciences to medical practice. 


New, 1951. 460 Pages and Index. 
50 Figures, 37 Charts. $8.00 


J. B. LIPPINCOTT COMPANY, East Washington Square, Philadelphia 5, Pa. 


Please enter my order and send me when ready: 


() PATTERNS OF DISEASE, Apperly, $8.00 


Name 


Street O Check enclosed 


City, Zone, State O Charge my account 
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muscle 


to overcome smooth- 


TRADEMARK 


@ Provides the recognized sedative action of phenobarbital 


@ the antispasmodic effect of belladonna alkaloids 


Belladonna 


ELBARB*®™ fobiet #1 
per tablet 


ELBARB Tablet 


per tablet 
per capsule ; equivalent to 


Tr. Belladonna, 
8 min. 


EFFECTIVE... SAFE...SPASMOLYSIS AND SEDATION 
Literature and samples on request. 


CHARLES C. HASKELL & CO., INC. 


RICHMOND, VIRGINIA 
*Trademark of Charles C. Haskell & Co., Inc. 


ion. 
e ress 
to help combat pie 
complementing 
ad 
Bottles of 100, 500, 
and 1,000 tablets 
and 1,000 tablets 
| Bottles of 100, 500, 
and 1,000 capsules 
BELBARB Elixir Bottles containing 6: 
: per fluidrachm (4 cc.) : fi. oz., 1 pt.,and 1 gall. 
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For 
HEMATOLOGIC 
Remission 
With 


O° NEUROLOGIC 
Response 


In pernicious anemia and certain other Side effects have not been encoun- 
macrocytic anemias, Crystalline Vitamin tered with Crystalline Vitamin Bj and it 
Biz U.S.P. provides maximum hematol- is the only form of this important vita- 
ogic and neurologic response with micro- min official in the U.S.P. First isolated in 
gram dosage. It may be administered the Merck Research Laboratories, Crys- 
either subcutaneously or intramuscular- tallineVitamin is available as Cobione.* 
ly without pain or discomfort to the 


; *Cobione is the registered trade-mark of Merck & Co., Inc. for its 
patient. brand of Crystalline Vitamin By». 


SUPPLIED: Cobione is supplied in 1 cc. ampuls containing 15 micro- 
grams of Crystalline Vitamin Bo U.S.P. in saline solution. 


Crystalline Vitamin U.S.P. Merck 


MERCK & CO., Inc. 
Manufacturing Chemists 
RAHWAY, NEW JERSEY 
In Canada: MERCK & CO. Limited— Montreal 
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4 newly recognized palatable source of 


POTASSIUM 


... the neglected mineral 


Appreciation of potassium-depleted states is comparatively new. 
The importance of a normal potassium-ion balance in the body 
is often overlooked. 

Maintenance of the electrolyte balance, osmotic pressure 
of the body fluids and normal cardiac rhythm and rate is impos- 
sible when the total of potassium-ions is below a critical level. 

A common avenue of potassium-ion loss is through increased 
urinary excretion during fever. 


Valentine’s Meat Extract, with its high content of soluble 
potassium salts (equivalent to 74-97 mg. KCl per cc.) together 
with other inorganic salts, meat bases and small amounts of 
soluble proteins is a valuable dietary supplement, furnishing 
practical amounts of potassium in palatable form. 


Valentine Company, Inc., Richmond, Va. 


J. Clin. Endocrin. 9,691 (1949). 

Postgraduate Medicine, 6,419 (1949). 

Current Medical Digest, Dec., 1949. 

Trans. of Conference on Metabolic Aspect of 
Convalescence, 17th Meeting, Josiah Macy, Jr. 
Foundation, New York, Mar. 29-30, 1948. 


References... 
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contains Antistine, to block 
the congestive action of histamine, and Privine, 
to shrink the nasal mucosa. Friedlaender and 
Friedlaender found that the decongestant 
action of Antistine-Privine on the allergic nasal 
mucosa “‘in many instances appears to be 
more intense and prolonged than from either 
solution alone!” 

Systemic side reactions or rebound congestion 
are unlikely with Antistine-Privine because of the 
low concentrations of the active ingredients. 

Antistine-Privine, aqueous solution of 
Antistine® (antazoline) hydrochloride, 0.5% and 
Privine® (naphazoline) hydrochloride, 0.025%, 
in bottles of 1 fl. oz. with dropper. 2/1655 M 


1. Friedlaender, S. and Friedlaender, A. S.: Am. Pract. 2:643, 1948 


Ciba Pharmaceutical Products, Inc., Summit, N.J. 


IN HAY FEVER 


even themost refractory cases 


of nasal congestion 


are frequently relieved by 


Antistine-Privine 


A synergistic combination of a vasoconstrictor and an antihistaminic 
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e Notably pleasing in 
taste and texture, Robalate tablets are 
available sealed in transparent tape and 

packaged in boxes of 100; 

or in bulk in bottles of 500. 
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A smooth | 


therapeutic course for 


Only by thwarting, somehow, the strong 
natural forces that normally repair lesions of 
gastric and duodenal mucosa, has the 
patient developed ulcer. Only by enlisting 
and implementing those forces effectively 
can ulcer be corrected. As an efficient 
antacid and demulcent, Robalate helps 
accomplish this with no acid rebound, 

no change in acid-base balance, and no 
toxicity. Robalate provides prompt and 
prolonged reduction of acidity, a rapid relief 
from pain. It covers the ulcer and the 

mucosa with a soft protective coating that 
favors restoration of normal function 

and healing. By helping the ulcer help itself, 
Robalate provides a smooth therapeutic 
course for the ulcer patient. 2 


A. H. ROBINS COMPANY, INC. 
Richmond 20, Virginia 


(Dihydroxy aluminum aminoacetate, 
N.N.R., 0.5 Gm. per tablet) 
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whew prgnanty ia — 


When the Contraceptive Clinic of a famous 


University Medical Center announces that it has 
discarded the jelly-diaphragm technic in favor 
of the simple Lorophyn Suppository technic— 


that is really important news! 


Studies in this clinic proved that the efficacy of 
Lorophyn Suppositories was equal to that of the 
diaphragm-jelly technic.* 

Such efficacy is a result of several factors: 
spermicidal effectiveness, barrier action, and the 


ease and simplicity of the Lorophyn Suppository 
technic which favor regular, accurate use. 


Lorophyn’ 
suppositories 


<a 


Lorophyn Suppositories N.N.R. contain phenylmercuric acetate 
0.05% and glycery! laurate 10% in a water-dispersible, synthetic 
wax base. Hermetically sealed in foil to prevent leakage in hot 
weather. 


*Eastman, N. J.: Further Observations on the Suppository as a 
Contraceptive, South. M. J. 42:346, 1949. 


Eastman, N. J. & Seibels, R. E.: Efficacy of the Suppository and of 
Jelly Alone as Contraceptive Agents, J. A. M. A. 139:16, 1949. 


Reprints on request. 


EATON LABORATORIES, INC. 
NORWICH, NEW YORK 
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That $ the sign for SYNTHENATE TARTRATE therapy 
... for, in the early phase of coryza, this simple treatment brings gratifying, 
often dramatic relief. 


In 65% of cases complete remission ot symptoms occurs within fifteen minutes 
after injection of 1 cc of SYNTHENATE TARTRATE-Breon, when adminis- 
tered within twenty-four hours of the first sign of a cold! 


Injection is simple...relatively nontoxic...prolonged in effect. SY NTHENATE 
TARTRATE-Breon increases cardiac efficiency and frequently slows the pulse 
rate; thus it is effective without appreciably increasing the work of the heart. 
It does not cause cardiac arrhythmias, does not stimulate the central nervous 
system, does not produce signs of anxiety. 


DOSAGE: 1 cc injected intramuscularly or subcutaneously ... repeated in 3 or 
4 hours, if required. 


SYNTHENATE 


Trademark 
TARTRATE SOLUTION 


Available at all drug stores. 1 cc ampuls 
— boxes of 12 and 25. 

Complete literature to physicians on 
request. 


George A. Breon & Co. a 
% Pharmaceutical Chemists © 1450 Broadway, New York 18, N.Y. 
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DOES YOUR OBESITY 
THERAPY INCLUDE THIS 
IMPORTANT PRINCIPLE? 


“In a weight reducing program a few sim- 
ple principles must be strictly observed 
. .. Of importance is the replacement of min- 
erals and vitamins \ost in reducing diets.’’' 
1. J.A.M.A., Apr. 22, 1950—Pg. 1328 


AM PLUS—a new achievement 
in obesity management provides: 


@ DEXTRO-AMPHETAMINE SULFATE— 
the safestand most effective appetite inhibitor. 


@ 11 MINERALS and TRACE ELEMENTS 
and 8 VITAMINS—to protect against defi- 
ciencies engendered by the restricted diet. 


for sound obesity management specify 


Arailable at prescription pharmacies . . . supplied in bottles of 100 capsules 


Each Capsule Contains: 
Vitamin A....... 0.15 mg. 
Thiamine HC].......... 2mg. Mangenese..... ...... 0. 33 mg. 
ee 2mg. Molybdenum........... 0.2 mg. 
Pyridoxine HCl......... 0.5 mg. Magnesium........... 2 mg. 
Niacinamide............ 20mg. Phosphotus............ 187 mg. 
Ascorbic Acid........... 37.5mg. Potassium...... ....... 1.7 mg. 


J. B. ROERIG AND COMPANY 536 Lake Shore Dr., Chicago 11, Illinois 
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“Trichomonas will not flourish in a normal vagina.” 


FLORAQUIN’ 


NORMALIZING TREATMENT FOR VAGINITIS 


1 Itserves as an effective trichomonacide and combats existent 


The clinical success of Floraquin in the pathogenic organisms. 


control of vaginal infections is based 


on te ection: 2 It stimulates restoration of a “normal vagina” by— 


.. replenishing normal mucosal cell glycogen 
. stimulating restoration of normal epithelium 


... restoring the normal vaginal pH favorable to the regrowth 
of normal protective flora. 


Floraquin combines the potent trichomonacide and 
fungicide, Diodoquin-Searle (diiodohydroxyquino- 
line), with lactose, dextrose and boric acid. 


SEARLE 


RESEARCH IN THE SERVICE OF MEDICINE 


*Passmore, G. G.: Treatment of Discharges from the Vagina in 
Private Practice, North Carolina M. J. 11:487 (Sept.) 1950. 
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The Postural Reflexes 


Remain Intact 


VERILOID 


A highly valuable feature of the hypotensive action of Veriloid is 
the maintained functioning of the postural reflexes so important to 
normal living. Even when the blood pressure is lowered to normal 
or near-normal limits, exertion and sudden changes in posture lead 
to the physiologic adjustments in cardiovascular dynamics, which 


When side actions to plain Veri- 
loid make administration of an ad- 
equate hypotensive dose difficult, 
Veriloid-VPM or Veriloid With 
Phenobarbital usually solves this 
problem. Containing Veriloid, 2 
mg., phenobarbital, 15 mg., and 
mannitol hexanitrate, 10 mg., 
Veriloid-VPM is usually well 
tolerated in therapeutically effec- 
tive dosage. Veriloid With Phe- 


nobarbital, containing Veriloid, 2° 


mg., and phenobarbital, 15 mg., is 
preferred when the action of man- 
nitol hexanitrate is not desired. 


are needed to prevent acute hypotensive epi- 
sodes or collapse. 

Veriloid, a distinctive, biologically assayed 
hypotensive fraction of Veratrum viride, finds 
greatest usefulness in the more severe and 
resistant forms of hypertension. For most 
patients, from 10 to 12 mg. daily in divided 
doses, after meals and at bedtime, are adequate, 
although individualization of dosage is essential 
for maximum therapeutic efficacy and preven- 
tion of reactions. 

Veriloid is available on prescription through 
all pharmacies in 1, 2, and 3 mg. tablets. Litera- 
ture available on request. 


* Trade-Mark of Riker Laboratories, Inc. 


RIKER LABORATORIES, INC. 


8480 BEVERLY BLVD., LOS ANGELES 48, CALIF. 


September 1951 


R 


Vol. 44 No. 9 


*Trademork 


SOUTHERN MEDICAL JOURNAL 


OMNI-VITA* Spherettes 


for supplemental and prophylactic use 


For many years, much time and effort has been given to the development of an effective 
multivitamin preparation which would not frighten or repel the patient by its size, dis- 
agreeable taste or odor, and unpleasant appearance. The stability of OMNI-VITA* 
Spherettes is assured by layering of the vitamin components. Younger patients and 
finicky adults, particularly, were likely to object strenuously to the average multivitamin 
preparation—oils, liquids, tablets, or capsules. 


Warner is proud, therefore, to present OMNI-VITA* Spherettes. A delicious, chew- 
able Spherette containing generous amounts of the vitamins—an excellent and extremely 
convenient means for supplying either supplemental or prophylactic doses of the vitamins 
most frequently low in the modern diet or involved in subclinical deficiencies. 


OMNI-VITA* Spherettes have a full and of vitamins. Each 
Spherette contains: 
Vitamin A, Synthetic . . . 5,000 U.S.P.Units Vitamin B, (Riboflavin) . . . . 2.0.mgs. 
Vitamin D (Activated Ergosterol) 1,000 U.S. P. Units Vitamin B, (Pyridoxine Hydrochloride) 0.5 mg. 
Vitamin C (Ascorbic Acid) . . . . 50.0 mgs. Vitamin B,., Crystalline . . . . 1.0 mcg. 
Vitamin B, (Thiamine Hydrochloride) . 1.0 mg. Panthenol (equiv. to 1.15 mgs. 

d-Calcium Pantothenate) 10mg. 


The supplemental or prophylactic use of OMNI-VITA* Spherettes ensures the 
the patient’s cooperation—children and adults alike. 


WILLIAM R. WARNER Division of Warner-Hudnut, Inc. 
New York Los Angeles 
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FOR 
THE 
FIRST 
TIME 


aqueous natural vitamin A in capsules 


AQUASOL A CAPSULES 
is the first and only product to provide 
water-soluble natural vitamin A 
in capsules .. . and is made by the “oil- 
in-water” technique developed in 
the Research Laboratories of the U. S. 
Vitamin Corporation (U. S. Pat. 2,417,299). 


two potencies: 


25,000 vu. s. P. units 


CAPSULES 


natural vitamin A per capsule 


...in water-soluble form 


50,000 u.s. units 


natural vitamin A per capsule 


...in water-soluble form 


Samples upon request 
u. s. vitamin corporation 


casimir funk laboratories, inc. (affiliate) 


advantages: 


t 
greater absorption 


80% less excretion 
85% higher liver storage 


indications: 


for more rapid, 

more effective therapy 
in all vitamin A 
deficiencies .. . particularly 
those associated with 
conditions characterized 
by poor fat absorption 
(dysfunction of the 
liver, pancreas, biliary 
tract and intestines; 
celiac and other 
diarrheal diseases). 


Proven effective in 
ACNE and other dermal 
lesions responsive to 
high potency vitamin A. 


250 east 43rd st. + newyork 17, n.y. 
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‘New...antibiotic ointment 


Polymyxin B Sulfate and Bacitracin in Fuzene* 
...@ Special diffusible base 


high diffusion base 


oubly effective | wie 


# TRADE MARK 


Maximal diffusion of antibiotics 


The exceptional diffusion of antibiotics from the blue plate shows diffusion of bacitracin. 

Polycin’s unique base is demonstrated in the The smaller zones show the comparable dif- 

above photographs. The larger zone of in- fusion of the same antibiotics from an ordi- 

hibition in the red plate shows diffusion of nary grease-base ointment. 

polymyxin from Fuzene; the larger zone in | > 


aq 
ay py. 
ae 
( 
. 
q 
y 
q 


Polymyxin B Sulfate and Bacitracin in Fuzene* 
...a@ special diffusible base 


Composition: Polycin combines 400 units of baci- 
tracin with 8000 units of polymyxin per gram. 


Wide Antibacterial Spectrum: Polycin effectively 
combats both bacitracin-sensitive (gram positive) 
organisms and polymyxin-sensitive (gram negative) 
organisms. 


Unique Base Offers Two Advantages: Polycin’s spe- 
cial base, of carbowax diesters and petrolatum, 
allows maximal diffusion of antibiotics to bacteria 
at the site of infection. Moreover, the exceptional 
spreading property of Fuzene makes Polycin eco- 
nomical to use, since so little is required to cover a 
given area. Both polymyxin and bacitracin remain 
stable in Fuzene at ordinary temperatures. 


Clinical Field: Polycin has been successfully used,!:? 
in a wide variety of dermatitides, including: sebor- 
rhea, pyoderma; impetigo; sycosis barbae; fol- 
liculitis; and secondary infections of skin carci- 
nomas, burns, eczemas, contact dermatitis, varicose 
ulcers, neurodermatitis, psoriasis, and dermato- 
phytoses. 


Supplied in 15 Gm. collapsible tubes. 
Clinical Samples available on request. 


PITMAN-MOORE COMPANY 
PHARMACUETICAL AND BIOLOGICAL CHEMISTS 
Division of Allied Laboratories, Inc. 


INDIANAPOLIS 6, INDIANA 


. Gastineau, F. M., and Florestano, H. J.: Clinical Experience 
with Polycin, A Polymyxin-Bacitracin Ointment. In Press. 


2. Shelmire, B.: Clinical Experience with Polycin. Personal com- 
munication to Pitman-Moore Laboratories. 


# TRADE MARK 
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\ the answer to the acne problem 


“le, 


Physicians write ““Acnomel” because they know that it fills all the requirements 
for the successful topical treatment of acne: 


1. Acnomel is rapidly effective; 
2. Acnomel masks the lesions; 
3. Acnomel closely matches skin color. 


Acnomel is so eminently satisfactory that it is prescribed more often 
than all other ethical acne preparations combined. 


Formula: Resorcinol, 2%; sulfur, 8%; in a stable, grease-free, flesh-tinted vehicle. Available in specially-lined 
1% oz. tubes. 


Smith, Kline & French Laboratories, Philadelphia “Acnomel’ T.M. Reg. U.S. Pat. Off. 


a significant advance, clinical and cosmetic, in acne therapy 
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selective control 


of Gastrointestinal Spasm 


Mesopin’ 


( brand of homatropine methyl bromide) 


When pain, heartburn, belching, nausea, 
or unstable colon are due to 
gastrointestinal spasm, Mesopin provides 
an effective means for prompt relief. 

Its selective antispasmodic action controls 
spasticity with virtual freedom from the 
undesirable side effects of atropine or belladonna. 
Thus, Mesopin is relatively safe for the relief of 
gastrointestinal spasticity, such as pylorospasm, 
cardiospasm, spastic colon, and biliary spasm. 


Mesopin—2.5 mg. per teaspoonful of 
elixir or per tablet. Mesopin-PB*— 
2.5 mg. Mesopin and 15 mg. 
(1/4 gr.) phenobarbital per 
teaspoonful of elixir 
or per tablet. 


*PB abbreviated designation 


for phenobarbital. 


Samples and literature on request 


Endo Products, Inc., Richmond Hill 18, N. Y. 
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more effective 
against 


finea capitis 
“More effective in ringworm 
of the scalp than any other 
topical agent. 


tinea pedis 
In “athlete’s foot” a 
combined cured and improved 
rate of 95% has been obtained.’ 


Also indicated in 
tinea corporis 
tinea cruris 
tinea versicolor “broad antifungal spectrum 
tinea of the nails 


.-.good cutaneous tolerance.’”” 


Now! 
Asterol 1,400. 


59% tincture . . . ointment... powder... 
> sprayed, applied with cotton or dusted on Roche 


1. Stritzler, C.; Fishman, I. M., and Laurens, S.: 
Transactions New York Acad. Sc., 13:31, Nov., 1950. 


HOFFMANN-LA ROCHE INC + ROCHE PARK+ NUTLEY 10+ NEW JERSEY 
ASTEROL DIHYDROCHLORIDE OF DIAMTHAZOLE DIHYDROCHLORIDE’ 
ETHOXY]-BENZOTHIAZOLE DIHYDROCHLORIDEL 
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Widen the scope 
routine office examinations 


(Brand) Reagent Tablets 


for detection of 
urine-sugar 


Prompt detection means better prog- 
nosis in diabetes. This makes a 
routine search for urine-sugar in- 
tegral to every office examination. 
For this purpose, Clinitest (Brand) 
Reagent Tablets are exceptionally 
useful. The test is simple, rapid and 
reliable. No external heating is 
needed. Set, Laboratory Outfit, and 
Refills of 24 and 36 tablets. 


September 1951 


ACETEST 


(Brand) Reagent Tablets 


for detection of 
acetone bodies 


Detection of ketosis in diabetes—and 
many other conditions in which aci- 
dosis,may occur—is facilitated for the 
physician by Acetest (Brand) Re- 
agent Tablets. This unique spot test 
swiftly and easily detects acetone 
bodies. The sensitivity is 1 part in 
1,000. Bottles of 100 and 1000. 


HEMATEST 


/ 


(Brand) Reagent Tablets 


for detection of 
occult blood 


AMES COMPANY, 


Occult blood in feces, sputum or 
urine is often the earliest evidence of 
pathologic processes otherwise un- 
suspected. Determination of blood 
(present as 1 or more parts in 20,000) 
becomes a practical part of office 
routine with Hematest (Brand) Re- 
agent Tablets—accurate, quick, and 
convenient. Bottles of 60 and 500. 


INC - ELKHART, INDIANA 


4 
CLINITEST fitz 
| 
| | 
| 
® 
3 | 


Vol. 44 No. 9 SOUTHERN MEDICAL JOURNAL 


MAY TREATED 
WITH 
THIANTOIN SODIUM 


(PHETHENYLATE SODIUM, LILLY) 


I. flexibility is a distinct advantage for, unlike some anticonvulsants, THIANTOIN 
SODIUM does not depress one type of seizure, only to bring other kinds into prominence. 
THIANTOIN SODIUM is a widely useful antiepileptic and is safer than other hydantoin 
compounds of comparable potency. Many resistant cases are controlled with doses which 
have been elevated safely to levels. that were previously unattainable. Not only are there 


fewer side-effects, but there is often striking improvement of mental function in epileptic 


patients who receive THIANTOIN SODIUM. 


EL! LILLY AND COMPANY Indianapolis 6, Indiana, U. S. A. 


The American Chemical Society, like Eli Lilly 
and Company, is now celebrating its seventy- 
fifth anniversary, and we pause to pay it tribute. 
Our own industry, as well as all of American 
progress and humanity, is deeply indebted to 
this esteemed group of scientists. 
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Successful therapeutic results with VERATRITE in essential hypertension are 
measured in terms of a fall in blood pressure, effective relief of symptoms 
and rehabilitation of the patient to a useful, productive life. 

The most significant effects of VERATRITE are circulatory improvement 
and a new sense of well-being for the patient. Furthermore, Veratrite 
exhibits a wide range of therapeutic safety and a prolonged length of 
action without serious side-effects, due to ts content of whole-powdered 
veratrum viride, Biologically Standardized. 

Supplied: Bottles of 100,500, 1000 at prescription pharmacies everywhere. 


ECONOMY IS AN IMPORTANT ADVANTAGE OF VERATRITE THERAPY 


Each VERATRITE Tabule contains: 
Veratrum Viride..... 3 Craw Units* 


grain 
Beginning Dose: 2 tabules t.i.d., after 
meals. 
*Biologically Standardized for toxicity by the 
Craw Daphnia Magna Assay. 


IRWIN, NEISLER & COMPANY & DECATUR, ILLINOIS 
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pregnancy 
_ threatened 


preserved 


mainstay in the active treatment 
of threatened abortion, Proxuton, pure progesterone 


for intramuscular injection, should be administered 


in adequate dosage, promptly and frequently until symptoms subside. 


Thereafter, a smooth course is favored by continuing 
to provide action of the corpus luteum hormone with PRANONE, 


orally effective anhydrohydroxyprogesterone. 


CORPORATION 


ors BLOOMFIELD, NEW JERSEY 
& 
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BLOOD PRESSURE 
REDUCED 


Hypertensive patients benefited 3 ways 


SToLice and STOLIC® Forte Tablets bring about 
a decrease in systolic pressure of approximately 
35 mm. of mercury. Pressure begins to fall 15 
to 30 minutes after administration; maximum 
reduction in pressure is produced in about 2'/2 
to 3 hours. The effect of a dose lasts 4 to 
6 hours. 


Because of their prolonged action, StoLic Tab- 
lets make it possible to maintain steady effects 
without the need for frequently repeated doses. 
This is an important advantage in the manage- 
ment of patients with essential hypertension and 
other circulatory disturbances in which it is 
desirable to lower the general blood pressure 
over an extended period of time. 


Sto.ic Tablets benefit hypertensive patients in 
3 ways: 


1) by direct action on the vasomotor system as 
provided by 


MANNITOL HEXANITRATE 


Mannitol hexanitrate has a prolonged vasodi- 


lating action by virtue of its relaxing effect on 
the smooth muscle of the arteries. This action 
results in a gradual decrease in arterial pressure; 
diminished pressure is seen for 4 to 6 hours after 
administration. 


2) by general sedative and calmative effects as 
provided by 


DELVINAL® VINBARBITAL 


Delvinal alleviates anxiety and tension, makes 
patients less apprehensive and less irritable. This 
tends to prevent fluctuations in blood pressure 
of emotional origin. Delvinal also contributes 
to the control of vasomotor function by sub 
duing nerve-reflex excitability. 


3) by a beneficial effect on abnormal capillary 
fragility as provided by 


RUTIN 

Rutin has been found useful in the treatment of 
increased capillary fragility associated with hy- 
pertension. Since cerebral and retinal hemor- 
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Fall in blood pressure begins 15 to 30 minutes after administrati: Stolic. 
fect of | hours. 


thages occur more frequently when hypertension the administration of rutin is a logical procedure 
isaccompanied by increased capillary fragility, for guarding against such vascular accidents. 


COMPOSITION 


Each Stoic Tablet contains: 


Mannitol hexanitrate 15 mg. (4 grain) 
TABLETS Rutin 20 mg. ("4 grain) 
® 


Delvinal vinbarbital 20 mg. (14 grain) 


Each Sto.ic Forte Tablet contains: 


Mannitol hexanitrate 30 mg. ('% grain) 
STOLI C Fo rte TABLETS Rutin 20 mg. ('3 grain) 
® 


Delvinal vinbarbital 30 mg. (14 grain) 


Dosage Packaging 


The recommended dose for adults is 1 to 2 Sto.ic and STo.ic Forte Tablets are supplied in 
ublets at intervals of four to six hours. If the bottles of 100 and 1,000. 

ystolic pressure is excessively elevated, the dose 

tay be increased in accordance with clinical 

hdgment. 


SHARP & DOHME, Philadelphia 1, Pa. 
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for complementary effects 
wherever combined 
estrogen-androgen therapy 
is indicated... 
e g In fractures and osteoporosis in either sex to promote 
*&* bone development, tissue growth, and repair. 


e. g. In the female climacteric in certain selected cases. 


e g In dysmenorrhea in an attempt to suppress ovulation on 
*&* the basis that anovulatory bleeding is usually painless. 

e g In the male climacteric to reduce 
*&* follicle-stimulating hormone levels. 


“PREMARIN: with METHYLTESTOSTERONE 


is designed to permit utilization of both the complementary 
and the neutralizing effects of estrogen and androgen 
when administered concomitantly. Thus certain 
properties of either sex hormone may be employed 
in the opposite sex with a minimum of side effects. 
Availability: Each tablet provides estrogens in their 
naturally occurring, water-soluble, conjugated 
form expressed as sodium estrone sulfate, 
together with methyltestosterone. 


No. 879—Conjugated estrogens equine 


1.25 mg. 
Methyltestosterone .....................-.. 10.0 mg. 
Bottles of 100 tablets (yellow) 
No. 878—Conjugated estrogens equine 
0.625 mg. 
Methyltestosterone 5.0 mg. 5108 
Bottles of 100 tablets (red) 


Ayerst, McKenna & Harrison Limited + 22 East 40th Street, New York 16, New York 
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HE’S HEARD THE CALL FOR 


Each 5-cc. teaspoonful 
of VI-DAYLIN contains: 


Vitamin A...... 3000 U.S.P. units 
Vitamin D....... 800 U.S.P. units 


Thiamine Hydrochloride. . 1.5 mg. 


Macothic 40 mg. 


Nicotinamide ............ 10 mg. 


TRADE 


(Homogenized Mixture of Vitamins A, D, By, Bo, Byo, C and Nicotinamide, Abbott) 


sits like yellow honey, tastes like lemon candy, 
contains seven important vitamins— including B ,». 
Vi-DayLin is delicious by spoon, mixes readily 
with milk, juice or cereal. Stable at room tem- 
perature, leaves no resistant stains on clothing. 
At prescription pharmacies in bottles 


of 90 cc., 8 fluidounces and | pint. Obbett 
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$o valuable in so many smooth-muscle spastic states... 


effective... palatable... well tolerated... 


In peptic ulcer, to control excess motor activity such as hyperperistalsis. 
In colic in infants and children. 

In mucous colitis, dysentery and nonspecific ulcerative colitis, 

to relieve pain and decrease frequency of bowel movements. 

In spastic Constipation. 


In functional derangements causing dyspepsia, post-prandial cramps, 


and flatulence. 

In pseudo-ulcer syndrome and biliary colic. 

In cystitis, pyelitis and urethritis, to relieve excess bladder irritability. 
In ureteral spasm and colic, especially when the ureter 

is actively contracting. 

In enuresis in children, to inhibit excess detrusor urinae tone. 


Each 5 cc. teaspoonful contains: total natural belladonna alkaloids, 0.2 mg.; 
phenobarbital, 4 gr. (16 mg.); thiamine hydrochloride, 5 mg. (nearly three times 


the recommended daily allowance)—in an appetizing wine-base vehicle. Alcohol, 159%. 


elixir ‘ESkaphen B wits Belladonna’ | 


(belladonna + phenobarbital - thiamine) 


it combats spasm; it relieves nervous tension; 


it helps rectify dietary deficiencies 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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Pyromen is a stetile, non}prot 
nonanaphylactogenic bnent 
prepared for intravenaus use. ; 

Extensive clinical tests have demonstrat 
the/ efficacy f Pyromen in the symptomati 
control of allergic disorders such as hay 
fever and asthma—and in the treatment of 
gkin disorders such as neurodermatitis . . . 
Atopic dermatitis . . . chronic and acute 
urticaria . penicillin reactions with acute 
angioedema and urticaria . . . contact der- 
matitis . . . idiopathic generalized 
and certain endogenous eczemas. 

Pyromen is a successful addition, to the 
armamentarium of the medical profession. 


| 


Manu factu red by 


| | 


TRAVENOL LABORATORIES, INC. 


"Subsidiary of BAXTER LABORATORIES, INC. 
MORTON GROVE, ILLINOIS 


| | 
a suece n product = 
in t atment of allergies and dermatoses. | 
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of vitamins b and c 


Depletion of the critical water-soluble 
B complex and C vitamins occurs so 
commonly in the presence of physical 
pathology, as to make a presumption of 


nutritive impairment? almost axiomatic. 
Essential to normal cell metabolism and wound 


healing, these poorly-stored, readily-diffusible factors 

must be replenished — usually by massive dosage 

— if tissue rehabilitation® and return to health* are 

to be expedited. * Allbee with C ‘Robins’ provides this all-important 
“saturation dosage” in convenient capsule form. It incorporates 

\ the important B factors in 2 to 15 times daily requirements, plus 


250 mg. of vitamin C — the highest strength of ascorbic acid 
available today in a multi-vitamin capsule. * Its prescription 
\ represents a sound contribution toward decisive recovery from 
\ disease, or toward pre- and post-operative nutritional support.! 
; A. H. ROBINS CO., INC. - RICHMOND 20, VA. 
\ Ethical Pharmaceuticals of Merit since 1878 
\ FORMULA: Each Allbee with C capsule contains: 
\ hydrochloride (Bz) mg. 
Riboflavin (Bz) még. 
\ Nicotinamide 50 mg. 
\ Calcium pantothenate 10 mg. 
\ Ascorbic acid (C) 250 mg. 
\ REFERENCES: 1. Coller, F. A. and DeWeese, M. S.: Preoperative and 
\ Postoperative Care, J.A.M.A., 141:641, 1949. 2. Jolliffe, N. and Smith, J. J.: 
Med, Clin. North America, 27:567, 1943. 3. Kruse, H. D.: Proc. Conf. 
\ Convalescent Care, New York Acad. Med., 1940. 
4. Spies, T. D.: Med. Clin. North America, 27:273, 1943. 
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**bloating. belching 
and indigestion”’ 


You can provide extraordinary relief of the 
bloating, belching and other complaints of 
many of your patients with so-called functional 
indigestion by prescribing Bilogen — a 
therapeutically designed choleretic-digestant. 
In each Bilogen tablet you'll find: Ox bile 
extract (2 grs.) to stimulate bile secretion, 
oxidized mixed ox bile acids (114 grs.) to 
flush biliary ducts, desoxycholic acid (1 gr.) 
to promote fat absorption, and a pancreatin 
of high digestive power (equivalent to 3%4 
grs. Pancreatin, U. S. P.) to exert enzymatic 
action. Note too that this pancreatin is given 
double protection with a special coating to 
insure its release in the intestine. The 
coordinated action of the four Bilogen 
ingredients provides natural biliary stimu- 
lation, relieves upper abdominal distress, and 
re-establishes normal functions. Bilogen is 


available in bottles of 100 and 1000 tablets. 


Organon INC. ORANGE, N. J], 


Organon 
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when the bronchial tree 


‘is blighted... 4 


a 


When “blight” in the form of 
mucus clogs the bronchial tree, help 
is often needed to expel it. Diatussin 
Bischoff provides such help in palatable and 

effective form by transforming dry, 


D spasmodic coughs to easier, productive ones. 
® 


non-narcotic cough control (Bischof 


acts both centrally and locally, bringing rapid relief to patients by curbing useless cough and 
liquefying secretions. Gastric disturbance and sedation are avoided. 


DIATUSSIN Bischoff, concentrated extract, in 6 cc. dropper bottles. Dosage: 2 to 7 drops three or four 
times daily. 


DIATUSSIN Syrup in 4 oz. and 1 pint bottles. Each teaspoonful contains 2 drops of the extract. 


ERNST BISCHOFF COMPANY, INC-IVORYTON, CONN. 
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Propulsive wave 
ot first intestinal 
level 


Propulsive wave 
at third 
intestinal level 


es at its Best...by 


LIVING TEST 


Intubation studies*** increasingly confirm the findings 
of controlled clinical tests and broad professional 
experience; they dramatically demonstrate the 
marked superiority of natural belladonna alkaloids 
over the synthetics in relieving smooth muscle spasm.”* 
Donnatal employs precise proportions of the 
principal alkaloids of belladonna, together with a 
imal phenobarbital dosage, to intensify the 
belladonna effects and help correct emotional factors 


contributing to the provocation of spasm. 
REFERENCES: 1. Chapman, W. P., Rowlands, E. N., and Jones, C. M.: 
New England J. Med., 243:1, 1950. 2. Kramer, P. and Ingelfinger, F. J.: 


Med. Clin. North America, 82: 1227, 1948. 3. Posey, E. L., Bargen, J. A., 
and Dearing, W. H.: Gastroenterol, 11:344, 1948. 


FORMULA: Each tablet, each capsule, and each 5 cc. ( 1 teaspoonful) of Elixir, 
contains 0.1037 mg. hyoscyamine sulfate, 0.0194 mg. atropine sulfate, 
0.0065 mg. hyoscine hydrobromide, and 16.2 mg. (% gr.) phenobarbital, 


A. H. ROBINS CO., INC., RICHMOND 20, VA. 


® 
Donnatal 
TABLETS CAPSULES ELIXIR 
WHENEVER and WHEREVER spasm of smooth muscle causes pain or dysfunction 


Ss 
OF AL 
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First aid for the digestive casually” 


Entozyme greatly simplifies a broad therapeutic 

approach to many often complex disturbances 

of the gastro-iritestinal tract, through its provision 

of potent amounts of the principal digestive enzymes: 
pepsin, pancreatin (with its lipase, amylase, and trypsin), 
and bile. Its special “tablet-within-a-tablet” construction 
controls the release of each essential digestive enzyme 

at its own appropriate gastro-enteric level...in its optimal 
state of enzymatic activity. This unique action explains the 
relief gratifyingly elicited in so many cases of pathologic 
or functional impairment of the digestive process.’** 


REFERENCES: 1. ee sae Bull. N. Y. Med. Coll., Flower & Fifth Ave. Hosps. 


). 2. McGavack, T. H. and Klotz, S. D.: Bull. N. ¥. Med. Coll, 


in press 
6 61, 1946. 3. Weissberg, J. et al.: Am. J. Dig. Dis., 15:332, 1948. 


FORMULA: Each tablet contains 300 mg. pancreatin, U.S.P, 
250 mg. pepsin N.F, ‘ond 


A. H. ROBINS CO., INC., RICHMOND 20, VA, 


with TRIPLE-enzyme digestive action. 
Gastro-soluble enzymes are released from outer POLL 
: shell (A) in stomach; entero-active enzymes ‘Gt 
from inner core (B) in duodenum and jejunum. 
\ 
\ 
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URO-PHOSPHATE, excreted in the urine, is naturally concen- 
trated in the pathological area. 


URO-PHOSPHATE, while employed most frequently against B. 
coli infections, also possesses potential utility against a wide 
variety of both gram-positive and gram-negative organisms, 
as indicated by basic studies of formaldehyde. 


URO-PHOSPHATE is non-cumulative and non-toxic. It provides 
safe relief from painful symptoms especially in older patients 
unable to witLstand the rigors of other antibacterial therapy. 


URO-PHOSPHATE is a balanced combination of 7% grains of 
highly purified methenamine and 10 grains of acid sodium 
phosphate to ensure the acidification necessary for effective 
release of formaldehyde. 


DOSAGE—in acute infections: 2 tab- SUPPLIED —in tightly-sealed 
lets in & glassful of water 3-4 times bottles of 100 tabl 


daily three hours after meals. 


WILLIAM P. POYTHRESS & CO., INC., Richmond, Virginia 
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CONTROL of the CORROSION FACTOR 
in PEPTIC ULCER 


A Report on the Efficacy of Dihydroxy Aluminum Aminoacetate 


(ALGLYNg N.N.R.) As a Gastric Antacid 


Alglyn®, dihydroxy aluminum aminoacetate. is the 
product of combining aluminum with the amino 
acid. glycine. It was developed by Krantz. of the 
University of Maryland. in co-operation with the 
research staff of the Brayten Pharmaceutical Com- 
pany. The objective was to produce a nonsystemic 
gastric antacid in tablet form that would be con- 
sistently prompt and persistent in its action. 


In this respect, the dehydrated forms of the 
aluminum hydroxide gels are known to vary con- 
siderably in bulk and in rate of solution in acid, 
depending on the drying method (mainly tempera- 
ture and rate of drying). and also depending on the 
individual nature (concentration of the suspended 
material, its particle size, etc.) of the original 
liquid gel from which each dry form is made. Ac- 
cordingly. there are differences in the activity of 
the various tablets available, depending on their 
origin. Differences are also found among various 
batches of tablets made from the same type gels 
at different times, depending on the age of the tab- 
lets and the conditions under which they are stored. 
These variables often made it necessary for the 
physician to compromise when using tableis; in 
order to give the patient the convenience of an easy- 
to-carry dosage form, some efficacy had to be sac- 
rificed. 


In contrast to tablets of the dehydrated hydrox- 
ides, Alglyn tablets were found to possess a uniform 
reaction rate, regardless of their shelf age. Labora- 
tory evaluations have repeatedly shown that the 
reaction rate of Alglyn tablets compares favorably 
with that of liquid preparations of aluminum hy- 
droxide.'.23 The onset of action is somewhat more 
rapid for Alglyn than for dried aluminum hydroxide 
tablets. The difference in reaction rate is measur- 
able by laboratory methods and is sometimes 
clinically detectable as well, as evidenced by the 
fact that patients frequently report that they get 
more consistently prompt relief from Alglyn tablets 
than from many other aluminum-antacid tablets. In 
ten minutes the pH is raised to approximately 3.9 
and remains above 3.0 for two hours. Even when 
given in excess, however. Alglyn tablets cannot pro- 


duce a pH higher than 4.5; neither cause alkalosis 
nor stimulate rebound secretion of acid. 


Clinical experience shows that Alglyn tablets are 
eminently effective as gastric antacids. can be used 
effectively and safely for correcting hyperacidity 
whenever that is responsible for distress.*-> They are 
especially valuable in the treatment of patients who 
have peptic ulcer, and those who seem to be pre- 
disposed to ulcer—whenever both rapid and sus- 
tained control of gastric acidity is advisable, either 
for treatment or prophylaxis. In addition to their 
antacid effect. Alglyn tablets protect against cor- 
rosion from gastric juice in these ways: 

1) curbing peptic activity by inactivating 
pepsin, independently of their effect on pH 

2) by forming a coagulum with gastric secre- 
tions. resulting in the precipitation of a 
protective coating on the gastrointestinal 
mucosa 


Altogether, these effects help to create and main- 
tain a gastrointestinal environment that is con- 
ducive to uninterrupted ulcer healing. 


Although Alglyn tablets have a high acid-buffering 
capacity, their aluminum content is relatively low 
(40% less than dried aluminum hydroxide). Alglyn 
tablets are small. easy to take: have a pleasant mint 
flavor: do not feel gritty in the mouth. 


Alglyn tablets are supplied in bottles of 50 and 
100 tablets. Each tablet contains 0.5 Gm. (7.7 
grains) of dihydroxy aluminum aminoacetate. 
Brayten Pharmaceutical Company, Chattanooga 9. 
Tennessee. 
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GRATIFYING RELIEF 
with PYRIDIUM® 


from the distressing symptoms of pain, burn- 
ing, urgency and frequency which accompany 
UROGENITAL INFECTIONS, 

Pyridium may be administered together with 
antibiotics, the sulfonamides, or other specific 
therapy to provide the dual approach of sympto- 
matic relief and anti-infective action. 


In a matter of minutes... 


SUPPLY: 


FOR ORAL USE— 


Bottles containing 50 and tubes containing 
_ 12—0.1 Gm. (1% grains) tablets. 


FOR LOCAL USE— 

Bottles containing 100 cc. of a 1% Solution 
(may be diluted, if necessary). Solution also 
may be used to prepare suitable dilutions for 
infants and young children, for peroral use. 


(Brand of Phenylazo-diamino-pyridine HCl) 


idium is the trade-mark 
Nepera Chemical Co., Inc., 
successor to Pyridium Cor- 
- pyridine 
HCL. | Merck & Co., 7 sole 
distributor in the United 
States. 


MERCK & CO., Inc. 
Manufacturing Chemists 
RAHWAY, NEW JERSEY 
In Canada: MERCK & CO. Limited— Montreal 
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LARGE AMOUNTS OF PROTEIN IN SMALL VOLUME 


... Essenamine Protein Pick-me-up’’ 


When the need for protein is increased because of impaired digestion in the aged, 
rapid growth in the young, pregnancy, lactation, disorders of the liver or kidneys, 
trauma, surgery, fever... Essenamine—protein without bulk—conveniently supplies 
the augmented requirements. 


Essenamine contains three to five times as much protein as 
meat and is an excellent source of all the known essential 
amino acids. It is available in forms that can be incorporated 
in appetizing and nutritious foods and beverages. 


A delicious “Protein Pick-me-up” can be made with milk, Essenamine, sugar and 
vanilla extract—just one of many tempting recipes in the Essenamine recipe book, 
available on request. 


PROTEIN CONCENTRATE FOR ORAL USE 


Supplied in three forms: 

Essenamine Powder (Unflavored), 7! and 14 oz. glass jars. 
Essenamine Compound Powder (Vanillin Flavor), 71 oz. glass jars. 
Essenamine Compound Granules (Vanillin Flavor), 7/2 oz. glass jars. 


we 
Essenamine, trademark reg. U. S. & Canada 
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PHARMALY 
axe 
\ CHEMISTRY 


dosage forms for 


optimal simplicity and flexibility 


For oral administration, Terramycin is supplied in Capsules of 
3 potencies, as well as in a palatable Elixir and concentrated 
Oral Drops made possible by the unique solubility of this great 
antibiotic agent. Terramycin is the only broad-spectrum anti- 
biotic available in these 3 forms which simplify oral therapy for 
patients at all age and weight levels. 


For the treatment of severe fulminating infections, Terramycin 
Intravenous permits the attainment of immediate high serum 
concentrations. And for topical therapy of ocular infections, 
Terramycin is available as an Ophthalmic Ointment and an 
Ophthalmic Solution, both well tolerated and effective against a 
wide range of micro-organisms causing infection of the eye. 


supplied : Capsules: 250 mg., bottles of 16 and 100; 100 mg., bottles 
of 25 and 100; 50 mg., bottles of 25 and 100; Elixir: 1.5 Gm. 
in 1 oz. diluent; Oral Drops: 2.0 Gm. in 10 cc. diluent with 
calibrated dropper: Intravenous: 10 ce. vial, 250 mg.; 20 ce. 
vial, 500 mg.; Ophthalmic Ointment: 5 mg. per Gm., 4% oz. 
tube; Ophthalmic Solution: 25 mg., 5 ce. dropper-vial. 


Antibiotic Division CHAS, PFIZER & CO.. INC.. Brooklyn 6, N. Y. 
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NTACID GEL 


Promptly stops 
corrosion 
Inactivates pepsin 


DEMULCENT cet 


Like a “‘mineral mucin” 
—A soothing 
protective coating 


In the Medical Management of Peptic Ulcer 


AMPHOJEL Has Double-Gel Action 
Relieves pain in minutes 
Promotes rapid healing of ulcers 


AMPHOJEL is Safe—does not interfere with 
normal body metabolism. No danger of alka- 
losis or acid rebound. 


S AMPHOBJEL is pleasant to take, and is inex- 
pensive. 


SUPPLIED: Bottles of 12 fl. oz. 


AMPHOJEL 


ALUMINUM HYDROXIDE GEL 
ALUMINA GEL WYETH 


Wyeth Incorporated, Philadelphia 2, Pa. 
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Before intranasal administration of After instillation of the Suspension 
Paredrine-Sulfathiazole Suspension. in the Proetz—or head-low—position. 


(Photographs slightly enlarged) 


These photographs show the advantages of a SUSPENSION 


in treating INTRANASAL INFECTIONS 


Paredrine-Sulfathiazole Suspension—unlike antibacterial agents in solution—does not 
quickly wash away. It clings to infected areas for hours—assuring prolonged bacteriostasis. 
When instilled in the Proetz position, it reaches all of the sinal ostia, thus helping to pre- 
vent sinusitis. 


Paredrine-Sulfathiazole Suspension is the most widely prescribed sulfonamide nose drop. 
No instances of sensitivity to its use have ever been reported. 


A suspension of “Micraform’ sulfathiazole, 5%, in an isotonic aqueous medium with ‘Paredrine’ 
Hydrobromide (hydroxyamphetamine hydrobromide, S.K.F.), 1%; preserved with ortho-hydroxy- 
phenylmercuric chloride, 1:20,000. 


Smith, Kline & French Laboratories, Philadelphia 


Paredrine-Sulfathiazole Suspension 
vasoconstriction in minutes... bacteriostasis for hours 


“Paredrine’ & ‘Micraform’ T.M. Reg. U.S. Pat. Off. 
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A SINGLE APPLICATION USUALLY SUFFICES IN 


SCABIES AND PEDICULOSIS 


The dependable efficacy of Kwell Lotion as a scabicide 
and pediculicide makes possible, in most patients, com- 
plete eradication of either scabies or pediculosis by means 

of a single application. Kwell Lotion is non-irritant and 

does not lead to secondary dermatitis or skin irritation, 
even when applied to the skin of children or in the pres- 
ence of secondary infection. 
Kwell Lotion contains one per cent gamma benzene 


hexachloride incorporated in a water-miscible, greaseless 


and stainless lotion vehicle. Pleasantly scented, it offers 


the utmost in convenience and patient acceptability. 
Available in 2 ounce and 1 pint bottles on prescription 


at all pharmacies. 


KWELL OINTMENT CSC 


Kwell Ointment offers the therapeutic virtues A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42"° STREET, NEW YORK 17, N.Y. 


of Kwell Lotion in a pleasantly scented vanish- 
ing cream base. It is useful especially in the 
treatment of scabies in younger children where 
prolonged skin contact must be maintained. 
Supplied in 2 ounce and 1 Ib. jars. 
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OCTOBER 15 to 20 


AGAIN available...these helpful booklets 
Free for presentation to your patients... 
reprinted in response to unceasing calls 
from thousands of physicians and surgeons. 


BLUE PRINTS 
BODY-BALANCE 


ANSWERS perennial posture questions for the 
layman...each 16 pages, colorfully illustrated 
...completely noncommercial and distributed 
only through the profession...tested 


by demand for millions of copies. 


ASK for samples of these two 


booklets or the quantity you 
need on your letterhead 
or prescription blank. Write... 


THE SAMUEL HIGBY CAMP 


STITUTE FOR BETTER POSTURE 


_ EMPIRE STATE BUILOING, NEW YORK 1, N.Y 


' This important event in 


popular health education is being 
anticipated by communities 


throughout the nation. 


- Schools, colleges, factories, Y's, 


clinics, health centers and 
other institutions key special 


programs around dramatic posters 


and other educational material 
furnished without charge 


_ by the Institute. 


Camp expresses its thanks to the 
medical profession and particularly 
the public health officers and 
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educators throughout the country 


whose cooperation contributes 

so heavily to the success of the 
event and the year-round program 
it climaxes. 


FOUNDED BY 
$. H. CAMP and CO., JACKSON, MICH. 


WORLD’S LARGEST MANUFACTURERS OF SCIENTIFIC SUPPORTS 
Offices: New York, Chicago. Factories: Windsor, Ont., London, Eng. 
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ANTIHISTAMINE ACTION 


HISDRIN makes possible full upon taking an antihistamine agent, 
antihistamine effect for prolonged the mild cerebral stimulation afforded 
periods, but reduces such complicating by Hisdrin aids in overcoming this 
side actions as drowsiness or lethargy. tendency and allows full mental and 
Its desirable clinical behavior is due physical activity. 


to a rationale combination of a de- Hisdrin is indicated in the sympto- 

pendable antihistamine agent and a _ matic control of all allergic states in 

sympathomimetic drug which exerts which antihistamines are of value: 

a stimulating action on the central seasonal hay fever, allergic dermatitis, 

nervous system. drug reactions, and many types of 
In patients who develop drowsiness _— pruritus. 


THE S.E. MASSENGILL COMPANY 
FORMULA Bristol, Tenn.-Va. 


Each Hisdrin tablet contains: NEW YORK « SAN FRANCISCO « KANSAS CITY 
Semikon hydrochloride 
(Methapyrilene hydrochloride) 50 mg. 
Semoxydrine hydrochloride 
(d-Desoxyephedrine 
hydrochloride)............. 2.5 mg: 
It is available on prescription 
through all pharmacies. 


with minimum side effects ' 
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“When Ladalion Fails. 
LACTOGEN 


When the supply of breast milk is inadequate or when lacta- 
tion fails entirely, there is no better formula than Lactogen. 
Designed to resemble mother’s milk, it consists of whole cow’s 
milk modified with milk fat and milk sugar. It differs, however, 
in one important respect: the protein content of Lactogen in 
normal dilution is one-third greater than that of mother’s 
milk—2.0% instead of 1.5%. 

Gounula 9n One Package 


Lactogen contains all the ingredients of a well-balanced infant 


formula. In addition, it is fortified with iron to compensate 
for the deficiency of this mineral in milk. 


Lactogen is simple to use. The prescribed amount is stirred 
into warm, previously boiled water. Either a single feeding © 


can be prepared, or the entire day’s quantity can be made up 
and stored in the refrigerator until used. 


THE NESTLE COMPANY, INC. 


COLORADO SPRINGS, COLORADO 


COUNCIL ON 


NOTABLY HIGH IN 
PROTEIN CONTENT 
Lactogen contains 
a generous amount 
of protein ... more 
than enough to 


satisfy every protein 
need of the rapidly 
growing infant. 
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In Severe Bronchial? Even when 
customary therapeutic measures have failed in 
the management of severe bronchial asthma, it 
is possible to block bronchial muscle spasm with 
ACTHAR therapy. Subjective relief may be in- 
itiated within hours; remissions with markedly 
improved breathing capacity and circulatory 
recovery may be maintained for many months. 
ACTHAR protects the human organism by pro- 
tecting the individual cells. 

In Severe Hay Fever.—There are unfortu- 
nate hay fever victims who fail to respond to 


THE ARMOUR 
world-wide ly 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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desensitization, antihistaminics and other cus- 
tomary forms of treatment. In such patients, 
institution of ACTHAR therapy shows great 
promise in relieving the harassing and fre- 
quently incapacitating symptoms, even in the 
presence of high pollen counts. 

ACTHAR is available in vials of 10, 15, 25 and 40 
1.U. (mg.). The Armour Standard of ACTHAR 
is now accepted as the International Unit; 1 
International Unit is identical with 1 milligram 
of ACTHAR. 


LABORATORIES 


CHICAGO 113, tLLINOES 


= 
THE ARMOUR LABORATORIES BRAND OF ADRENOCORTICOTROPIC HORMONE (ACT. : 
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NON-SURGICAL TREATMENT 


pH- 


8 

7 ALKALINE 
TITRATION 
OF TITRALAC, 5 TITRALAC. 
ALUMINA : 
IN 50 cc. (one tablet) 

OF N/10 HCI 


Gastroenterologists have long endorsed the use 
of milk, when practicable, for its ideal acid-con- 
verting power and buffering capacity.':? In 
a recent comprehensive paper, Aaron® and 
others* 5 © express a preference for calcium 
carbonate as the antacid to be employed. 
TITRALAC, by combining proper proportions of 
purified calcium carbonate and the amino acid 
glycine, provides an acid-converting and buffer- 
ing effect practically equivalent to that of fresh 
milk, as shown in the above chart.°® Just 1 
TITRALAC tablet is equivalent to an 8-ounce 
glass of milk in antacid effect and provides 
quick and long-lasting relief from the distress- 
ing symptoms of hyperacidity. 

The very agreeable taste of soft-massed TITRALAC 
tablets, which is achieved without employing 
taste-disguising, acid-generating sugars in the 


: 


OF PEPTIC 


54 60 


nflo Het) 


formula, makes them as acceptable to patients 
as a mint after dinner. Prescribing TrTRALAC 
eliminates the probability of unfavorable reac- 
tions often associated with the taking of me- 
tallic-tasting, astringent tablets or liquids, and 
ensures adherence to the prescribed dosage. 


TrTRALAC tablets are supplied in bottles of 100 
and convenient-to-carry packages of 40. 
TITRALAC powder is also available, in 4-oz. jars. 


REFERENCES 
1. Rossett, N. E., and Flexner, J.: Ann. Int. Med. 18: 193 
(1944). 2. Freezer, C. R. Gibson, C. S., and Mai 
: Guy’s Hosp. Re “aay 191 (1928). 3. Aaron 
| . F., and Milch, E.: J. A. M. A. 139: Sia Ure Ly 
1949. 4. Kirsner, J. B., ” and Palmer, W. L.: Illinois M. J. 
94: 357 (Dec.) 1948. 5. Kimball, S.: in Practice of Medicine 
(Tice). Hagerstown, Md., W. F. Prior Company, Inc., 1948; 
p. 210. 6. Special Article: M. Times 76: 10 (jan) 1948. 


* The formula of trrraLac is one whose composition and 
of action are recognized by U.S. Patent No. 2,429,596. 


Samples and literature to physicians upon request. 


SCHENLEY LABORATORIES, INC., 350 rier avENUE, NEW YORK 1.N. Y. 


©Schenley Laboratories, Inc. 
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Photographs, courtesy of The Edith Hartwell Clinic of 
the Strong Memorial Hospital, Le Roy, N.Y. 


... with complete convenience 


Now, the physician can show his 2x2-inch 
slides—35mm. or Bantam transparencies—even 
in a lighted room. 

Kodaslide Table Viewer, 4X, is designed for 
showings to small groups. It accepts most types 
of cardboard, metal-bound, or glass-bound slides. 
Equipped with a Lumenized Kodak Projection 
Ektanon Lens, //3.5, it shows clear, brilliant 
pictures enlarged more than four diameters. 

Styled to blend with all types of room furnish- 
ings, Kodaslide Table Viewer, 4X, is handsome, 
handy, inexpensive—only $49.50. 

See your nearest Kodak dealer and ask him 
for a demonstration. 


Picture the patient 


graphic papers and film; cameras and projectors— 


Serving medical progress through Photography and Radiography 


Kodak products 
for the medical profession include: 


X-ray films, screens, and chemicals; electrocardio- 


still- and motion-picture; enlargers and printers; 
photographic film—full-color and black-and-white 
(including infrared); photographic papers; photo- 
graphic processing chemicals; microfilming equip- 
ment and microfilm. 


Eastman Kodak Company, Medical Division, 
Rochester 4, N. Y. 
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Function Test 


EB. romsulphalein Sodium 


BROMSULPHALEIN SODIUM SOLUTION* is used as a test of liver function, 
especially in suspected cases of cirrhosis, malignancy, hepatitis, obstructive 
and arensical jaundice. Normally the dye is removed rapidly from the blood 
stream by the liver, but in the presence of hepatic disease it is eliminated 
more slowly. The test is performed by injecting intravenously a test dose, 
after which the amount of dye retained in the blood is estimated color- 
imetrically by withdrawing a specimen of blood for comparison with a set 
of standards. 

BROMSULPHALEIN SODIUM is supplied in 3 cc. size ampules containing 
a 5% sterile aqueous solution, packaged in boxes of 10. Colorimeter 
standards prepared from permanent dyes are also available. 


Complete literature on request. 
*H. W. & D. Brand of Sulfobromophthalein-sodium, U. S. P. 


HYNSON, WESTCOTT & DUNNING, INC., 


BALTIMORE 1.-MARYLAND 
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ACUTE PANCREATITIS AND ITS 
TREATMENT* 


By Mims Gace, M.D. 
and 
GrEorGE GILLESPIE, M.D.* 
New Orleans, Louisiana 


Acute pancreatitis, although comparatively 
rare (0.38 per cent),' is one of the most dev- 
astating of the acute abdominal conditions. In 
the unrecognized acute fulminating hemorrhagic 
form of the disease the patient can and fre- 
quently does succumb within forty-eight to 
seventy-two hours. In the average case (not 
diagnosed clinically in 70 to 90 per cent) the 
mortality rate following surgical intervention 
ranges from 30 to 80 per cent. Incorrect diagnosis 
and institution of improper treatment are re- 
sponsible in part for this high mortality. 


Mechanism of Production—As expressed in 
an earlier communication,’ it is our opinion that 
acute pancreatitis is a chemically produced rather 
than bacterially produced inflammation in all 
cases except those associated with certain virus 
diseases, such as mumps. In most cases the con- 
dition is caused by a reflux of bile from the 
common bile duct, the gallbladder, or both, into 
the pancreatic ducts under sufficient pressure to 
rupture the finer pancreatic ducts and bathe the 
“raw” pancreatic tissue with concentrated bile. 


It has been demonstrated that obstruction of 
the sphincter of Oddi by a stone,> by spasm,* > 
or by both, can, because of the anatomical ar- 
rangement of the common bile duct and pan- 
creatic duct in 69 per cent of human beings, con- 
vert these two ducts into a communicating chan- 


*Read in Section on Gurgery, Southern Medical Association, 
Forty-Fourth Annual Meeting, St. Louis, Missouri, November 13-16, 
1950. 


*From the Departments of Surgery, Ochsner Clinic and Tulane 
University of Louisiana, School of Medicine, New Orleans. 


+Fellow in General Surgery, Alton Ochsner Medical Foundation, 
New Orleans. 


nel. Mixture of the bile with the juices from the 
pancreatic tissues and cells produces a highly 
toxic, digestive, fat-splitting, necrotizing, hem- 
orrhagic fluid. This fluid escapes into the inter- 
acinous spaces and lymphatic system to initiate 
a chain of events, resulting in local necrosis of 
the pancreatic tissue and blood vessels, fat 
necrosis, hemorrhage, fatty acid formation, and 
spasm of the pancreatic ducts and blood vessels. 
The fat is split into glycerine and fatty acids. 
The only available chemical to neutralize these 
fatty acids is calcium. So great is the demand 
for calcium that tetany may rapidly develop and 
result in death from this acute calcium deficiency. 
The loss of blood calcium varies in direct pro- 
portion to the amount of fat necrosis present. 
This sequence of events may be aborted in the 
edematous stage, or it may progress to the hem- 
orrhagic, necrotic or gangrenous stages depending 
upon whether the action of this toxic fluid is 
arrested by opening of the sphincter of Oddi and 
passage of this devitalizing fluid into the duo- 
denum, where it becomes innocuous. 


Clinical Manifestations.—Symptoms of acute 
pancreatitis are sudden in onset, progressive and 
unremitting except in those patients in whom 
the pent-up toxic fluid has been drained off from 
the extrahepatic biliary system and pancreas. 
This sudden relief of symptoms results from 
opening of the papilla of Vater by means of dis- 
lodgement of the obstructing stone, relaxation 
of the spasm of the sphincter of Oddi, or both. 


The first symptom is sudden, unbearable pain 
in the epigastrium, which is rarely relieved by 
administration of morphine. The pain may be 
more severe on the right than on the left side of 
the epigastrium or in the midline. This is fol- 
lowed by nausea, vomiting, increased pulse rate, 
shock of varying severity, mild to moderate 
rigidity of abdominal muscles, abdominal tender- 
ness, cyanosis of the face and bluish colored 
patches on the abdomen with extreme prostra- 
tion. Vomiting is more severe in the hemorrhagic 
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form than in the edematous type. The nausea 
and vomiting are due to the pain, and irritation 
of the sympathetic plexuses, duodenum and upper 
part of the jejunum. Ileus of the duodenum and 
upper portion of the small intestine occurs in 
the moderately severe and severe types. The 
pulse rate is not increased in the early stages of 
the attack. It is only in the progressive and 
hemorrhagic or fulminating type that shock is 
present. 


Rigidity of the abdominal muscles is produced 
by presence of the toxic fluid in the peritoneal 
cavity but there is never the board-like rigidity 
produced by a ruptured peptic ulcer. Facial 
cyanosis or bluish discoloration in the flanks 
(Grey-Turner’s sign) has been reported in severe 
cases but this has not been observed in any of 
our patients. When present, it is diagnostic. 
Tetany, manifested by carpopedal spasm, usually 
develops about the fifth or sixth day after the 
onset in the moderately severe and fulminating 
types. 

In the early stages of the disease the tempera- 
ture may be normal or subnormal. It usually 
rises to between 100 and 102° F. on the second 
or third day. If the temperature returns to 
normal, and in about a week starts to rise and 
becomes picket-fence in type, bacterial suppura- 
tion or development of abscesses in the devitalized 
pancreatic tissues should be suspected. 


Diagnosis.—Acute pancreatitis should not be 
difficult to diagnose except in mild cases, in 
which the disease is frequently not recognized. 
Its possibility should always be considered in 
acute abdominal conditions. The significant 
diagnostic points present in all cases are ex- 
cruciating epigastric pain, elevated blood amylase 
level and elevated sedimentation rate. The ab- 
dominal pain of acute pancreatitis is so char- 
acteristic that in its presence blood amylase 
determinations should be immediately done. If 
the blood amylase level is elevated, the diagnosis 
can be made unequivocally, since it is not ele- 
vated early in any other acute abdominal condi- 
tion. In the edematous type in which pain is not 
severe, the diagnosis would be perplexing if it 
were not for the increased amylase in the blood. 
Patchy cyanosis of the face and abdominal flanks 
is a pathognomonic sign although its absence does 
not preclude the diagnosis of acute pancreatitis. 

Roentgenography is recommended by Groll- 
man® in the diagnosis of acute pancreatitis. He 
says that in 8 cases of acute pancreatitis a flat 
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plate (roentgenogram) of the abdomen revealed 
a “sentinel loop” of dilated small intestine 
usually in the upper part of the jejunum. In the 
majority of instances it was located in the upper 
central or upper left quadrant of the abdomen. 
He points out that in patients with an acute 
abdominal condition who have such a “sentinel 
loop” a blood amylase determination should be 
done. In his experience this “sentinel loop” is 
more commonly found in acute pancreatitis than 
in other acute abdominal conditions except acute 
mechanical obstruction. 


Treatment.—Proper treatment of acute pan- 
creatitis depends upon a thorough understanding 
of the pathology involved. Until recently, and 
unfortunately it is still being done by some, 
operation with drainage of the pancreas and 
extrahepatic biliary tract was considered the pro- 
cedure of choice. Not only was this associated 
with a mortality rate of 50 to 80 per cent and 
a corresponding morbidity rate but diabetes oc- 
curred in about 2 to 3 per cent of those who 
recovered. Operation is now considered by most 
authorities to be contraindicated in the acute 
phase of the disease and should be performed 
only after the patient has completely recovered 
from the acute attack. 


The mortality rate can be reduced to a min- 
imum by treatment of the acute phase in the 
following way. This method has been employed 
by us in over 30 patients since 1945 with gratify- 
ing results and no deaths. First, hydration of the 
patient should be accomplished by the intra- 
venous administration of a solution of glucose 
and saline in amounts of 2,500 to 3,000 cc. in 
twenty-four hours. Care should be exercised to 
avoid overloading the system with saline solu- 
tion, as complications will rapidly ensue. Glucose 
overcomes the hyperinsulin state, if present, sup- 
plies the liver with glycogen, provides fluid, does 
not accumulate and dilutes and aids in saline 
excretion. Calcium gluconate should be added 
to the infusion after blood samples have been 
taken for chemical examination including amy- 
lase, electrolytes, and carbon dioxide determina- 
tions. 


Blood transfusions should be given because of 
the decrease in total circulating blood plasma 
produced by edema of the pancreas and peri- 
toneal exudation. The total blood volume is 
usually decreased. 


A duodenal tube should be inserted for drain- 
age of the upper gastrointestinal tract, since 


ii 
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ileus of the upper gastrointestinal tract occurs 
in all cases and is progressive unless gastric and 
duodenal drainage is established. The tube 
should remain in situ and nothing should be 
allowed by mouth until adequate pyloric balance 
has been established. Antibiotics should be given 
freely to prevent infection of the devitalized 
pancreatic and peripancreatic tissue. 


Of most importance is release of the pent-up 
necrotizing, enzymic digestive, hemorrhagic, toxic 
fluid from the pancreas and extrabiliary system. 
The only way to accomplish this is to relieve the 
obstruction of the ampulla or the papilla of Vater 
and eliminate spasm of the ductal and blood vas- 
cular systems by bilateral block of the splanch- 
nic nerves with 20 to 30 cc. of a one per cent 
solution of procaine hydrochloride. We employ 
the method of Labat’ (Figs. 1 and 2). The block 
should be bilateral because the splanchnics de- 
cussate in the pancreas. As shown experimentally 
by Alvarado,’ both right and left splanchnics send 


GAGE AND GILLESPIE: ACUTE PANCREATITIS 


771 


branches to the head and tail. However, patients 
in shock should be treated for shock and only 
the right splanchnic blocked, because bilateral 
block will cause a drop in the blood pressure. 
With the administration of blood transfusions and 
fluids intravenously at the time of the block no 
difficulty has been encountered with any of our 
patients. 


Within twenty minutes of bilateral splanchnic 
block the patient is dramatically relieved of the 
agonizing pain and appears relaxed and com- 
fortable. Anesthetizing the splanchnics imme- 
diately unlocks blockage of the ductal system, 
and the pancreas and extrahepatic biliary systems 
empty themselves of this necrotizing digestive 
enzyme containing fluid into the duodenum 
where it does no damage to the intact mucous 
membrane. The block relieves spasm of the 
ductal system and the arteries and veins sup- 
plying the pancreas and peripancreatic tissues. 
It promotes rapid absorption of the edema, 


nerves 


‘ 


Pancreas 


Fig. 1 
Technic of bilateral splanchnic block. With the patient in the prone position and a pillow beneath the epigastrium, the spinous 
process of the first lumbar vertebra is identified; 7 cm. lateral to this landmark near the twelfth rib a wheel is made on the 
skin following which a spinal puncture needle (long type) is inserted downward until the body of the first lumbar vertebra is 


contacted (dotted needle); then it is slipped off the bod 


ly of the vertebra and introduced for 2 to 3 cm. (block needle). This 


puts the end of the needle into the lumbar cellular tissue, where the splanchnics are located. The syringe is then aspirated to 


see whether a_ vessel 


has been perforated; if it has, then the needle is withdrawn and re-introduced. Injection of 20 to 30 


cc. of 1 per cent solution of procaine hydrochloride into the retroperitoneal tissue bathes the splanchnics and anesthetizes those 
Extreme care should be exercised to avoid injecting the procaine into the blood stream. 


on the right and left sides. 
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arrests the digestive action of the pent-up fluid, 
and relieves the pressure in the ductal system of 
the pancreas and biliary system. 


A typical example of the spectacular relief obtained by 
block is the case of a boy 8 years of age who was 
admitted to the Tulane Service at Charity Hospital in 
New Orleans with the symptoms of acute pancreatitis. 
Because of his age and the possibility of ruptured peptic 
ulcer, operation was advised. At operation by the senior 
resident acute hemorrhagic pancreatitis was found, with 
considerable amounts of hemorrhagic fluid in the peri- 
toneal cavity and lesser sac. Block of the splanchnics 
was tried transabdominally but was unsatisfactory. 
Therefore, the abdomen was closed and the patient was 
turned on his stomach and a posterior bilateral splanch- 
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nic block was done. With supportive treatment the 
patient made an uneventful recovery. However, on the 
eighth postoperative day he was operated upon for 
acute obstruction of the small intestine. This was pro- 
duced by an exudative sterile, chemical peritonitis sec- 
ondary to the hemorrhagic pancreatitis, which had 
caused acute angulation of the jejunum by adhesive 
agglutination of two loops of small bowel. 


The administration of calcium is imperative 
at the onset of the disease not only to neutralize 
the fatty acids but also to combat the spasm of 
the neuromuscular tubes. As an antispasmodic, 
calcium acts synergistically to enhance and pro- 
long the effect of the splanchnic block. We give 


FG 


on 
Splanc 
nerves 


Position 


Fig. 2 


Technic for injection of the right splanchnics in the right lateral position. A pillow in the left flank keeps the spinal column 
in a level position. The point of introduction of the needle is 7 cm. laterally on a perpendicular line drawn through the spinous 
process of the first lumbar vertebra. The needle is pushed downward and inward (the dotted needle) until the body of the first 
lumbar vertebra is reached; the needle is then pulled out for about 1 cm. and worked off the vertebra. It is then further intro- 
duced for about 2 to 3 cm. and the retroperitoneal cellular tissue is flooded with 20 to 30 cc. of one per cent solution of pro- 
caine hydrochloride. This solution bathes the splanchnics producing anesthesia of the component nerves of the right splanchnics. 
The left side can be injected in the same manner after the patient is turned on his right side. Care should be taken not to 


inject the solution into the blood stream. 
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from 2 to 3 grams of calcium gluconate a day in 
the infusion until the patient recovers from the 
acute phase. 


In some cases two or more blocks may be 
necessary to relieve the pain, although in the 
majority of cases one injection properly per- 
formed together with adjunct treatment will suf- 
fice. If the patient is operated upon because of 
a mistaken diagnosis, a block should be done at 
that time and the accessory treatment started 
at once. 


Surgical correction of the concomitant dis- 
ease of the gallbladder and extrahepatic ducts 
should be postponed at least one or two months 
until the patient has completely recovered from 
the acute phase and the sedimentation rate has 
returned to normal. During the interim, thorough 
investigation of the biliary system and post acute 
pancreatic condition should be done. However, 
if jaundice develops during the acute phase of 
the disease and there is evidence of choledochal 
lithiasis, operation is deferred, in the majority 
of these cases, until recovery from the acute 
condition. 


Experimental Investigation.—To test our theory 
as to the etiology and rationale for the treatment 
of acute pancreatitis by splanchnic block, a series 
of experiments was done on 20 adult dogs by 
John B. Floyd.* The dogs were divided into 4 
groups. Group 1 consisted of 5 controls; group 
2, 5 dogs treated by sympathetic block; group 3, 
5 dogs treated by block with tetraethylammonium 
chloride and group 4, 5 dogs in which temporary 
ligation of the pancreatic duct was done until 
the bile was rejected. In the first three groups 
the pancreatic ducts were permanently ligated. 
In all dogs from 3 to 5 cc. of gallbladder bile 
was injected into the pancreatic duct under pres- 
sure and in all the pancreas became rapidly 
swollen from three to five times its normal size 
within three to five minutes after injection (Figs. 
3 and 4). 

Sixty per cent of the control group died. In 
group 2, the splanchnics were injected with 1 
per cent solution of procaine hydrochloride before 
the pancreatic duct was injected and all re- 
covered. In group 3, 25 mg., of tetraethyl- 
ammonium chloride per kilogram of body weight 
was injected intramuscularly thirty minutes be- 
fore the pancreatic duct was injected and all 


*The results of this study are presented with the consent of 
Dr. Floyd, formerly a member of the Surgical Staff, Ochsner 
Clinic, New Orleans. 
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recovered. In group 4, the pancreatic duct was 
temporarily occluded before the bile was in- 
jected. Immediately after the injection of the 
bile the obstruction to the pancreatic duct was 
relieved and all recovered. 


It is our opinion that the condition produced 
in the last group is similar to those clinical cases 


Fig. 3 


Photograph of the normal pancreas of the dog with ligation of 
the pancreatic ducts. The pancreas is small and the lobulations 
are indistinct. 


Fig. 4 


Photograph of the same pancreas three minutes after injection 
of 3 cc. of gallbladder bile into the ligated pancreatic duct. The 
lobulation of the pancreas is distinct; it is produced by resulting 
edema with increase in size of the pancreas threefold. 
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in which bilateral splanchnic block is done. How- 
ever, more hyperemia of the upper portion of the 
gastrointestinal tract and pancreas was noted 
in the group which had splanchnic block than 
in those that had tetraethylammonium chloride. 
Moreover, the dogs treated by splanchnic block 
recovered two days sooner than those treated 
with tetraethylammonium chloride. These results 
substantiate our clinical results following splanch- 
nic block for acute pancreatitis. 


SUMMARY 


Acute pancreatitis, one of the most serious 
acute abdominal conditions, is often not recog- 
nized clinically and frequently not treated cor- 
rectly, resulting in an avoidably high mortality 
rate. It is our belief that it is a chemically 
rather than bacterially produced acute inflam- 
matory condition, except when associated with 
certain virus diseases, and that most cases are 
caused by regurgitation of bile from the common 
bile duct, gallbladder, or both, into the pancreatic 
ducts under sufficient pressure to rupture the 
interlobular ducts and acini. This highly toxic 
fluid escapes into the interacinous spaces and 
lymphatics setting up a sequence of events re- 
sulting in local necrosis of the cellular tissue, 
blood vessels and fat, hemorrhage, formation of 
fatty acids and spasm of the ducts and blood 
vessels. There is a great demand for calcium to 
neutralize the fatty acids. This acute chemical 
reaction may be aborted at the edematous stage 
or it may continue to the hemorrhagic, necrotic 
and gangrenous stage, depending upon whether 
the obstruction at the sphincter of Oddi is 
relieved. 


The clinical picture is that of an acute ab- 
dominal condition. The most significant diag- 
nostic points are excruciating epigastric pain, 
increased amylase level in the blood and elevated 
sedimentation rate. 


Treatment of the acute attack is conservative, 
consisting of gastrointestinal drainage, nothing 
by mouth, glucose and saline infusions, blood 
transfusions, intravenous administration of cal- 
cium and bilateral splanchnic block. Surgical 
treatment of the concomitant disease of the gall- 
bladder and extrahepatic duct should be deferred 
until the patient has completely recovered from 
the acute phase. 

Experimental proof of the validity of our 
theory of the mechanism of production of acute 
pancreatitis and the rationale for the suggested 
method of treatment for such cases is presented. 
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DISCUSSION (Abstract) 


Dr. Ralph F. Bowers, Memphis, Tenn —I am in almost 
total agreement with Dr. Gage and I should like to dis- 
cuss another phase of this subject which is relevant, 
namely: chronic recurring pancreatitis. 


It seems likely that spasms of the sphincter of Oddi 
can produce pancreatitis as the essayist has mentioned. 
But what seems to be important is to establish the cause 
of the spasm if possible. 


In 1930, I saw a case of acute pancreatitis in a colored 
girl 14 years of age who had gallstones and common 
duct stones. Cholecystectomy, removal of common duct 
stones and common duct drainage were performed. 
Nothing else was done and the patient has remained well 
ever since. 


The literature was reviewed at that time and I found 
out that approximately 70 per cent of cases of acute 
pancreatitis had, in addition to the pancreatic disease, 
disease of the biliary tract. Gallstones are present in 
many and common duct stone in about six per cent of 
the cases. This high incidence of biliary tract disease 
strongly suggests that the spasm is caused by it. It is 
also known that in the days when acute pancreatitis was 
treated by operation, some of the cases recovered after 
cholecystectomy and removal of stones from the common 
duct. 

Dr. Gage’s method of treatment is a superior one. 

Some of us are not so good at diagnosis as Dr. Gage 
and consequently an occasional exploration is inadvert- 
ently done. If no disease is found in the biliary tract 
or common duct, and there is no abscess in the pancreas, 
then it is correct to back out quickly and employ the 
steps outlined by Dr. Gage. If gallstones are present, it 
may be wise to perform cholecystostomy. But a good 
motto is as follows: do not operate upon acute pan- 
creatitis, but if you do explore because the diagnosis is 
not clear, do very little and get out quickly. 

Mulholland and Doubilet have treated chronic recur- 
ring pancreatitis by cutting the sphincter of Oddi, which 
in effect obviates the possibility of sphincter spasm. 
Instead of sphincterotomy, I have employed choledocho- 
jejunostomy en roux Y which prevents the regurgitation 
of the bile into the pancreatic duct. The operation re- 
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quires severance of the common duct and ligation of the 
distal end and transection of the jejunum about 18 inches 
below Treitz’s ligament. The upper end of the common 
duct is anastomosed to the end of the distal jejunal seg- 
ment. The gastrointestinal tract is reunited by jejuno- 
jejunostomy. We have done six of these cases and fol- 
lowed some of them over two years. All except one, a 
heavy user of alcohol, have been free of attacks and 
claim they are well. The alcoholic has endured one 
slight attack. Alcoholic drinking will induce attacks of 
pancreatitis. 

Now these results are offered to parallel Dr. Gage’s 
successful results in acute pancreatitis. It is noteworthy 
that both experiences are recorded as successes following 
the same etiologic process. 


Dr. Gage (closing).—I agree with Dr. Bowers that 
the treatment of recurrent pancreatitis has been most 
unsatisfactory. The operation of Mulholland and 
Doubilet (plastic on sphincter of Oddi) has proved 
successful in their hands. However, the operation de- 
scribed and practiced by Dr. Bowers is one that will give 
prolonged benefit from this intractable disease. I have 
found that supradiaphragmatic section of the splanchnics 
is a simple extra-abdominal procedure that gives excellent 
results when performed bilaterally. 

As my paper was on acute pancreatitis, I would like to 
reiterate again that the diagnosis is not difficult and can 
be confirmed by serum amylase estimations. Splanchnic 
block will give instant relief of the pain as well as of 
the pathologic train of events taking place in the pancreas. 
The importance of calcium therapy should be stressed 
as it neutralizes the fatty acids, relaxes spasm of smooth 
muscle and prevents the development of tetany which is 
always associated with acute pancreatitis. The rapid 
lowering of the blood calcium with the development of 
tetany is one of the causes of death in acute pancreatitis. 
If the methods advocated in my paper are employed, I 
feel certain that gratifying results will be obtained. 


THE DETERMINATION OF THE BLOOD 
AMYLASE IN FLUID ASPIRATED FROM 
THE FLANK IN PANCREATITIS* 


A NEW DIAGNOSTIC AID 


By Freperick H. Bowen, M.D. 
Jacksonville, Florida 


The appearance of an area of bluish discolora- 
tion in the flanks in a person whe has had severe 
abdominal pain for a day or two is a well-known 
but infrequent sign of hemorrhagic pancreatitis 
and is almost always pathognomonic of this con- 
dition. The bloody extravasation tends to extend 
retroperitoneally and gravitate downward and 
laterally, becoming apparent as a greenish yellow 
or purple area in the loins lateral to the erector 
spinae muscles. In the case here reported, I 
obtained a blood amylase determination on fluid 


*Received for publication December 20, 1950. 
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aspirated from the area of bluish discoloration 
in the flank. On this aspirated fluid the blood 
amylase determination was 4,210 units, and the 
control value was 177 units. A review of the 
literature indicates that a blood amylase deter- 
mination on fluid aspirated from the flank in 
acute pancreatitis has not previously been re- 
ported. In certain cases of pancreatitis, the de- 
termination will be a helpful diagnostic pro- 
cedure. 


The report which follows outlines the history 
of a patient who probably had episodes of acute 
cholecystitis with cholelithiasis and then began to 
have bouts of acute pancreatitis. He ultimately 
died in one of these episodes with acute hem- 
orrhagic pancreatitis. 


REPORT OF CASE 


M. S. F., a white man aged 42, was first seen by me 
on May 11, 1945. He complained of severe epigastric 
pain, which was diagnosed as acute cholecystitis and 
treated by bed rest for three weeks in a Naval Hospital. 
gram and a roentgen study of the gastrointestinal tract 
gram and a roentgen study of the gastro-intestinal tract 
all gave negative evidence. A month following recovery, 
there occurred a second seizure of pain in the epigas- 
trium, which was also diagnosed as cholecystitis. On 
November 2, he was invalided from the service. 

When this patient consulted me in June, 1946, seven 
months after discharge, because of an attack of epigas- 
tric pain identical in character with the episode which 
occurred in May, 1945, examination revealed a large, 
moderately obese man, who stood with the right shoul- 
der lower than the left. Scoliosis was present in the 
lower thoracic and lumbar region with the convexity to 
the right and a slight compensatory curve in the opposite 
direction in the mid-lumbar region. The temperature 
was 98.4° F., and the pulse rate was 76. The weight 
was 240 pounds. There was tenderness in the medial 
portion of the left upper quadrant of the abdomen. 
With bed rest, the patient’s condition was improved. 
Two days later the pain had subsided, the urine was 
becoming lighter, and the stools were light tan. The 
temperature was 99.2° F., and the pulse rate was 80. 
Tenderness persisted, however, in the left upper quadrant 
of the abdomen beneath the costal margin with contra- 
lateral tenderness to this region from the right upper 
quadrant only. A serum amylase determination showed 
1,280 units, the normal control being 228 units, indicat- 
ing a pronounced increase in serum amylase strongly 
suggesting pancreatitis. 

There was a history of jaundice in 1927 and an injury 
while the patient was in military service. His Navy 
Health Record showed that on April 14, 1944 he sud- 
denly “blacked out” and fell 20 to 30 feet when de- 
scending a net while in commando training. He suffered 
from profound shock and received multiple injuries con- 
sisting chiefly of fractures involving the fifth to eleventh 
ribs on the left side and the fifth, sixth, and seventh 


ribs on the right side, with a fairly large hemothorax. 


There was also a fracture of the distal end of the right 
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radius. Hematuria was present for several days. Appro- 
priate treatment was followed by a long course of physi- 
otherapy for persistent pain on the right side in the low 
lumbar region and over the anteromedian aspect of the 
right thigh, with only partial relief. 


Five episodes of severe pain in the abdomen associated 
with fever, nausea and tenderness in the left upper 
quadrant occurred within a period of sixteen months, all 
of which in my opinion were due to pancreatitis. The 
sixth episode and terminal illness began on December 3, 
1946. Severe abdominal pain had continued for 24 hours 
when I saw the patient on December 4. The attack had 
been preceded for two weeks by moderate pain in the 
right upper quadrant of the abdomen when the stomach 
was empty, with relief following the ingestion of food. 
Intravenous administration of dilaudid® relieved the 
severe pain. Twenty-four hours later, I saw the patient 
in profound shock, and he was admitted to St. Vincent’s 
Hospital under my care with a diagnosis of acute 
pancreatitis. 


On examination, severe epigastric pain was the chief 
complaint, and a peculiar grayish blue cyanosis was 
notable. The pulse was rapid and thready, and the 
blood pressure was 80 systolic and 60 diastolic. The 
skin was pale and was covered with cold perspiration. 
The abdomen was markedly distended symmetrically, 
and there was tenderness in the right upper quadrant 
and the epigastrium. 

On December 5, examination of the urine showed: 
albumin, a trace; sugar, 2 plus; leukocytes, innumerable. 
The report of urinalysis on December 7 was: albumen, 
1 plus; sugar, a trace; acetone, negative; casts, occa- 
sional, 2 or 3 leukocytic and 4 or 5 granular casts per 


Cross section of the patient’s 


pancreas 
hemorrhage and necrosis. 


showing areas of 
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high power field. Examination of the stool on December 


7 revealed a positive reaction to the benzidine test, but 
no ova or parasites and no fat were found. 

Examination of the blood on the day of admission 
disclosed that the hemoglobin level was 105 per cent 
(16.5 gm.), the red blood cell count 5,380,000, and the 
white blood cell count 21,400, with 90 per cent poly- 
morphonuclear neutrophils. Two days later, on Decem- 
ber 7, the hemoglobin level was 82 per cent (13.8 gm.), 
the red blood cell count 4,320,000, and the white blood 
cell count 7,500, with 80 per cent neutrophils. The 
blood sugar determinations on December 6 and 7 were 
respectively 222 mg. and 131 mg. per 100 cc. of blood. 
On December 6, the carbon dioxide combining power was 
52 per cent. 

On December 6, the blood amylase* determination 
was 320 units. On December 7, a specimen from a col- 
lection of blood in the left flank was tested for amylase. 


The following morning, it was noted that the abdomen 
was still rigid and moderately distended, and that diar- 
rhea had begun. Although the umbilicus did not appear 
discolored, there was a large, greenish, ill-defined mass 
with bluish discoloration in the left flank. A needle was 
inserted into this discolored area, and 5 cc. of bloody 
fluid was aspirated. It was on this fluid that the 
amylase determination of 4,210 units was made and the 
control was reported as 177 units. The second day 
after admission, the blood pressure varied from 200 sys- 
tolic and 120 diastolic at 8 a.m. to 130 systolic and 70 
diastolic at 9 p.m. and 125 systolic and 80 diastolic at 
10 p.m. 

The following treatment was used: On December 5 
the patient was given 1,000 cc. of 5 per cent glucose in 
distilled water, and a duodenal tube with a continuous 
Wangensteen drainage was inserted. Dilaudid® was 
given for pain, and caffeine sodium benzoate and epi- 
nephrine were administered. The extremities were ban- 
daged in the treatment of the peripheral vascular col- 
lapse. He received 1,000 cc. of normal saline subcutane- 
ously and 250 cc. of plasma intravenously. On December 
6, 1,000 cc. of 5 per cent glucose was administered every 
eight hours, alternating 5 per cent glucose in water with 
5 per cent glucose in saline and 5 per cent glucose in a 
protein hydrolysate. The ephinephrine was discontinued. 

Throughout the period of hospitalization, the patient 
received large amounts of plasma and also of penicillin. 


*Dr. Nelson A. Murray described the method used as follows: 

The method for the determination of the blood amylase is 
modified from that of Somogyi:' 0.5 cc. of serum and 2.0 cc. of 
0.075 per cent solution of soluble starch in 0.25 per cent sodium 
chloride are incubated at 40° C. for five minutes and tested with 
0.5 cc. of 0.002 N. iodine solution in 2 per cent potassium iodide. 
Additional samples are incubated for increments of five minutes 
until a pure brown color results on addition of iodine solution. 
The calculation is as follows: 


1600 (starch factor) pee 
minutes required to reach end point 


The normal by this method is 80-150 units. 
is always run simultaneously. 


units of amylase 


A normal control 


Condensation of Method.—The patient’s serum is incubated with 
standard soluble starch and tested with standard iodine solution 
for evidence of starch digestion. The time in minutes for complete 
indigestion of the starch is divided into 1,600 (arbitrary starch 
factor), and the result is the number of amylase units. The normal 
by this method is 80-150 units. The method has proved reliable in 
our hands, and we have had determinations as high as 3,000 units 
in acute pancreatitis. 
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ROBISON AND NICHOLAS: 


From December 5 to 7 he was given 30,000 units of 
penicillin every three hours, and thereafter the dosage 
was increased to 50,000 units every three hours. His 
condition grew progressively worse, and he died three 
days following admission. 


Autopsy—The relevant features of the gross and 
microscopic findings at autopsy, which was performed 
by Dr. Murray, were as follows: notable in the general 
description of the body were large greenish yellow dis- 
colored areas in the flank on both sides of the trunk 
with a recent needle puncture in the left flank in the 
middle of the discolored area. 


Approximately 1 liter of clear amber fluid was present 
in the greater pertioneal cavity. The lesser peritoneal 
cavity contained 500 cc. of fluid grossly resembling 
blood; no clots were seen. A small amount of blood- 
tinged fluid was present retroperitoneally in the upper 
part of the abdomen. The foramen of Winslow was 
occluded by fibrinous adhesions. The entire peritoneum, 
both parietal and visceral, was covered by yellowish 
white plaques averaging 0.5 cm. in diameter. The mes- 
entery and omentum were studded with plaques. 

The liver, weighing 2,640 grams, was mottled yellow 
tan on the outer surface, and the capsule was tense. 
The cut surface also was mottled yellow tan, and the 
cut edges were everted. A small amount of serosanguin- 
eous fluid exuded from the cut surface. 

The gallbladder contained multiple brownish black 
stones, the largest of which was 1 cm. in diameter. No 
stones were observed in the cystic duct. The ampulla 
of Vater was patent and freely admitted a 1 mm. probe, 
which passed easily retrograde into the duct of Wirsung. 

The pancreas weighed 500 grams. The outer surface 
was rough, dark red and covered with clotted blood and 
fresh fibrinous adhesions. The cut surface was edematous 
and mottled reddish yellow. Throughout this organ 
hemorrhages were present. 

Microscopically, all the organs showed amorphous and 
crystalline blood pigment. These deposits were especially 
abundant in the spleen, and the sinuses of this organ 
were congested. Areas of fatty replacement were ob- 
served in the liver. Throughout the pancreas there were 
many areas of hemorrhage and necrosis. 

The anatomical diagnosis was: acute hemorrhage pan- 
creatitis, generalized fat necrosis of the peritoneum and 
mesentery, ascites, hemorrhage into the lesser peritoneal 
cavity, retroperitoneal extravasation of blood, pulmonary 
congestion and edema, fatty replacement in the liver, 
hypertrophy and dilatation of the heart, recent needle 
puncture in the left flank, and cholelithiasis. 


SUMMARY 


A case of chronic relapsing pancreatitis, with 
autopsy, is reported, in which the patient even- 
tually died of acute hemorrhagic pancreatitis. A 
new diagnostic aid, the determination of the 
blood amylase on fluid aspirated from the dis- 
colored flank, is described. 
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CATARRHAL OTITIS MEDIA 
WITH EFFUSION* 
A DISEASE OF THE RETROPHARYNGEAL 
LYMPHATIC SYSTEM 


By J. MatuHews Rosison, M.D. 
and 
H. O. NicuHotas, Ph.D. 
Houston, Texas 


Considerable attention has been given to this 
disease in medical literature under a number of 
synonyms such as catarrh of the tympanic cavity 
and eustachian tube, seromucous middle ear 
catarrh, otitis media serosa, exudative catarrh 
and others. The title chosen for this article has 
been selected because it is adaptable to the 
classification of this disease offered by one of 
the authors (J. M. R.) in a paper presented to 
this Association in 1941.'! The primary purpose of 
this previous discussion was to direct attention 
to the part which the physiology and functional 
pathology of the lymphatic system shared in the 
etiology, clinical course and treatment of this 
disease. The present article will give greater 
definition to the classification offered previously 
and add certain recent observations. 

The role of the lymphatic system in this disease 
stems from the development of the first branchial 
pouch. Infection, hyperplasia or malignancy of 
the structures developed from this pouch may 
produce one or more of the various types of 
stenosis of the eustachian tube which are re- 
sponsible for most instances of catarrhal otitis 
media with effusion. The first branchial pouch 
is the anlage for the paranasal sinuses, nasal 
cavities, nasopharynx, adenoid, lateral pharyngeal 
fold, eustachian tube and middle ear.2 The 
efferent lymph vessels from these structures 
gather into the pretubal plexus of lymph vessels, 
then they pierce the pharyngeal aponeurosis and 
drain into the retropharyngeal and subdigastric 
lymph nodes. There is a free decussation of 
lymph vessels connecting the two plexuses across 
the posterior surface of the soft palate. 

*Read in Section on Ophthalmology and Otolaryngology, 


Southern Medical Association, Forty-Fourth Annual Meeting, St. 
Louis, Missouri, November 13-16, 1950. 

*This study was aided by a grant from Harry Carothers Wiess. 

*From the Department of Otolaryngology of the University of 
Texas School of Medicine, Galveston, Texas, and the Department 
of Chemistry, Rice Institute, Houston, Texas. 

*The chart and drawings for this article were prepared by Mr. 
George W. Newman and Mr. F. W. Schmidt and their associates 
in the Department of Medical Illustration, University of Texas 
School of Medicine, Galveston. 
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The retropharyngeal lymph nodes vary from 
two to ten in childhood and are divided into 
medial and lateral groups.* During adulthood 
the medial nodes and some of the lateral nodes 
atrophy. In the latter decades of life, after the 
paranasal sinuses and mastoids have reached 
their greatest development, often there is only 
one lateral retropharyngeal node on each side, 
or only one node on one side. Total absence of 
these nodes is rare.* The anatomical location of 
these nodes varies. In certain individuals the 
node or nodes may be adjacent to the eustachian 
tube; in others the node or nodes may be far 
removed from the tube. 


The lymph-shed which drains into the retro- 
pharyngeal nodes consists of the intercellular 
and interstitial spaces, lymph capillaries and 
ducts in the tissues of the paranasal sinuses, nasal 
cavities, nasopharynx, adenoid, lateral pharyngeal 
fold, eustachian tube and middle ear.5 The lymph 
which flows from these structures contains prod- 
ucts of cell metabolism, cellular detritus, partic- 
ulate matter, normal and pathologic cells and 
unused protein of the interstitial fluid.© During 
pathologic processes in the lymph-shed, as it 
becomes necessary to move a greater quantity 
of lymph through the retropharyngeal nodes, the 
nodes enlarge, and if they are situated adjacent 
to the eustachian tube they may produce pressure 
on the tube with resulting stenosis of the tube 
and effusion into the tympanum. During certain 
pathologic states, as bacteria, toxins, or obstruct- 
ing substances, such as malignant cells, drain 
into the nodes, the lymph pathways in the nodes 
become blocked and are partially or completely 
impervious to lymph flow. This results in mild 
or marked lymphedema of the lymph-shed with 
edematous stenosis of the eustachian tube and 
effusion into the tympanum. If mild, the lymph- 
edema may be so slight that it is not noticeable 
grossly but it may be sufficient to produce 
stenosis of the tube at its isthmus. If severe, 
the lymphedema produces stenosis of the entire 
lumen of the tube and may be observed clin- 
ically in the mucosa of all of the structures de- 
veloped from the first branchial pouch. Par- 
ticularly it is observable with a nasopharyn- 
goscope around and in the pharyngeal orifice 
of the eustachian tube. 
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The following classification of otitis media 
with effusion is offered to aid in regimenting 
patients according to the particular etiology and 
pathology present. 


CLASSIFICATION OF OTITIS MEDIA WITH EFFUSION 


I. Acute Otitis Media—(A) <Aerotitis media. 
It is not within the scope of this paper to dis- 
cuss this type of otitis. It may or may not be 
associated with a pathologic condition in the 
lymphatic system. However, it is evident that 
when aerotitis media with effusion occurs, the 
initial effusion may be a simple transudate low 
in protein which may be absorbed readily. If the 
permeability of the capillaries is increased by 
coexisting infection in the nasopharynx or sinuses 
or if hemorrhage occurs at the time of effusion 
the protein content of the initial fluid may be 
high. Coexisting infection in the sinuses or 
nasopharynx may lead to persistent stenosis of 
the eustachian tube and prolonged retention of 
effusion in the tympanum. As this occurs water 
is absorbed from the effusion and its protein 
content becomes more concentrated. The effusion 
then may resemble in its clinical course that 
found during the subacute stage of catarrhal 
otitis media with effusion. 


(B) Acute catarrhal otitis media with effusion. 
This is recognizable in two forms: 


(1) The effusion into the tympanum is the 
result of a transitory process which produces in- 
flammatory swelling and edema of the naso- 
pharyngeal and tubal mucosa and lymphoid ele- 
ments which closes the pharyngeal orifice or 
lumen of the eustachian tube. The effusion is 
low in protein content and is absorbed promptly 
as the inflammation subsides. Acute inflamma- 
tory processes in the nasopharynx which are not 
of sufficient intensity to produce edematous or 
inflammatory closure of the pharyngeal orifice 
of the tube may cause the retropharyngeal lymph 
nodes to swell and press on the exterior of the 
eustachian tube and produce pressure stenosis 
of the tube. 


(2) Arrested acute purulent otitis media. Dur- 
ing acute purulent infection of the middle ear 
the secretion which flows from the tympanum 
following early myringotomy or spontaneous rup- 
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ture of the myringa passes through catarrhal, 
serous, purulent and mucoid stages. Nature in 
this manner removes the relatively unabsorbable 
highly proteinized fluid in the tympanum and 
replaces it with mucus which is absorbed readily. 
If this process is interrupted by sterilization of 
the effusion by a microbicide, the highly pro- 
teinized fluid may remain in the tympanum and 
the process passes into the subacute stage. 


II. Subacute Catarrhal Otitis Media, Mastoid- 
itis and Petrositis with Effusion—tThis class of 
cases represents the largest group of patients 
with the persistent form of this disease. Often 
they do not respond to treatment promptly and 
therefore will be given more detailed considera- 
tion. 


(A) Symptoms.—Autophony, a sense of full- 
ness, partial deafness and tinnitus are the most 
frequent symptoms presented by patients with 
effusion in the tympanic cavity. Change in 
hearing with change in position of the head also 
is a frequent symptom except in those patients 
who have the tympanum completely filled with 
congealed effusion which does not change posi- 
tion. 


(B) Etiology.—In childhood the nasopharynx, 
paranasal sinuses, mastoid, etc., have not reached 
their maximum development. Therefore their air 
containing cavities are more easily obliterated by 
swelling of their bony enclosed soft tissues. This 
precludes the necessity for accumulation during 
childhood of relatively large quantities of fluid 
in the interstitial spaces of the mucosa or in the 
cavities of the sinuses and tympanum to obliter- 
ate their air containing cavities. Also lymph flow 
is greater and lymph nodes are more numerous in 
the young, which allows greater dispersion of the 
swelling of the lymph nodes as it becomes neces- 
sary to process more lymph during infection of 
the lymph-shed. During adulthood the paranasal 


sinuses, nasopharynx and mastoids have reached © 


their maximum development and some of the 
retropharyngeal lymph nodes have atrophied 
until often only one node remains on each side 
or there may be only one node on one side. In- 
fection in the lymph-shed occurring following 
this atrophy throws a relatively greater burden 
on the few nodes which remain and predisposes 
to an increase in the incidence of lymphatic 


ROBISON AND NICHOLAS: 


CATARRHAL OTITIS MEDIA 779 
blockage and lymphedema of the lymph-shed 
which can produce stenosis of the eustachian tube. 
Considering these factors it is apparent why, 
although most of the patients with tympanic 
effusion are children, more of those who have 
a large volume of effusion which tends to recur 
or persist are in the later decades of life. 

Stenosis of the eustachian tube due to swelling 
of retropharyngeal nodes occurs during certain 
types of upper respiratory infection, diphtheria, 
glanders and malignancy of the intranasal struc- 
tures, sinuses or nasopharynx. Frequently, this 
type of stenosis produces effusion into the 
tympanum without any inflammatory reaction in 
the middle ear. During malignancy of the naso- 
pharynx often the effusion appears in the ear 
long before the tumor itself becomes large enough 
to occlude mechanically the pharyngeal orifice 
of the eustachian tube. A small area of malig- 
nancy may be present in the nasopharynx and 
the pharyngeal orifices of the eustachian tubes 
may appear entirely normal, yet fluid may be 
present in one or both ears. This type of stenosis 
of the tube or tubes is due to pressure of an 
enlarged peritubal node or nodes on the exterior 
of either or both eustachian tubes. Occasionally 
one sees a patient who has had an upper molar 
tooth extracted under general anesthesia. Fol- 
lowing the extraction the patient develops a max- 
illary sinusitis which may or may not involve 
the entire sinal cavity. The inflammatory re- 
action may be limited to the interstitial spaces 
of the sinal mucosa in the region of the tooth. 
As the lymph from this area drains into the retro- 
pharyngeal node or nodes, they enlarge and 
produce pressure stenosis of the eustachian tube 
and the tympanum fills with fluid. This type 
of otitis media with effusion may occur without 
any visible evidence of inflammation or other 
pathology in the nose, sinuses or nasopharynx, 
except there may be very slight or marked evi- 
dence of pathology during transillumination of 
the affected sinus. 


Infection in the nasopharynx ranks equally 
with sinal infection as an etiologic agent in pro- 
ducing effusion in the tympanum in adults, but 
it is a much more frequent cause in childhood. 
For diagnostic and therapeutic purposes infec- 
tion of the nasopharynx may be considered as 
occurring in either the adenoid or lateral pharyn- 
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geal fold or in both of these structures simul- 
taneously. Either of these structures may be of 
normal size and harbor infection which may 
drain into the lateral retropharyngeal node or 
nodes and produce unilateral or bilateral effusion 
into the tympanum. Also, either of these struc- 
tures may harbor infection and hypertrophy and 
mechanically close the pharyngeal orifice of the 
eustachian tube. When this latter condition exists 
for a protracted period of time the hypertrophied 
adenoid may press on the torus of the tube and 
displace it downward and forward sufficiently to 
prevent the pharyngeal orifice of the tube from 
opening after the adenoid has been removed 
surgically. Removal of the hypertrophied su- 
perior portion of the lateral pharyngeal fold 
which overlies the torus and orifice of the tube 
with biting forceps under guidance of vision 
through the nasopharyngoscope, as shown in 
Fig. 5, is a valuable aid in promoting patency of 
the pharyngeal orifice of the tube. Fulguration 
of this tissue has been useful also but so far it 
has not been as satisfactory or so universally 
applicable as removal of the superior portion of 
the fold with the specially designed punch 
forceps. 

The role of virus disease in the etiology of 
otitis media with effusion is uncertain. It is 
known that lymph nodes tend to harbor bacteria 
and viruses. This makes it seem reasonable to 
infer that the retropharyngeal lymph nodes might 
harbor viral infection and remain swollen for a 
protracted time and produce an obstinate case of 
otitis media with effusion. If this were true then 
we might expect to find other lymph nodes en- 
larged at the same time, but this rarely occurs. 
To explore the possibility that bacteria or viruses 
may be present in the effusion in the tympanum 
the following unpublished work was done by one 
of the authors (J. M. R.) and Dr. Ludwik 
Anigstein, Professor of Preventive Medicine, Uni- 
versity of Texas School of Medicine. 

This investigation (1943) consisted of injecting the 
effusion in its natural state as aspirated from the 
tympanum, into the peritoneal cavity of white mice of 
the Swiss strain. This strain of mice is bred for its 
peculiar susceptibility to virus diseases. Fluid aspirated 
from the tympanums of seventeen patients was injected 
into seventeen different mice without producing any 


reaction in the mice. This indicated that the fluids 
obtained from the middle ears in these particular cases 
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of otitis media with effusion did not contain bacteria. 
A number of specimens of fluid were passed through 
a Berkefeld filter and the filtrate was injected into 
embryonated eggs. After a period of time portions of 
the eggs (macerated embryo and yolk sac) were in- 
jected into mice. This also failed to produce any re- 
action in the mice. This was suggestive evidence that 
there was no virus present in the fluid injected into the 
eggs. The filtered fluid from the middle ear also was 
placed in the respiratory tract of Swiss strain white mice 
without producing any reaction. Also this fluid was 
injected intracerebrally without producing any reaction 
in the mice with the following exceptions: during the 
time this work was being done there was an epidemic 
in Houston of what was apparently a respiratory type 
of virus disease. Many of these patients developed 
vertigo with or without effusion in the tympanum. Fluid 
aspirated from the middle ears of these patients was 
filtered through a Berkefeld filter and injected into mice 
intracerebrally. Three of these mice exhibited a ten- 
dency to turn in a circle as they attempted to walk. 
Three transfers from these mice were made with the 
production of identical symptoms following each trans- 
fer. On the fourth transfer a short chain streptococcus 
was found in the culture which probably was a con- 
tamination. 


This investigation has not been extensive 
enough to be very conclusive. However, it leads 
to the following ideas: first, the fluid present in 
the middle ear during the usual type of catarrhal 
otitis media with effusion is sterile insofar as 
bacteria and viruses are concerned. Second, dur- 
ing systemic virus disease it might be possible to 
isolate the virus from effusion which occurs in 
the middle ear simultaneously with the systemic 
infection. Third, a virus might be present in 
the retropharyngeal lymph nodes and be the 
primary cause of the disease, but the virus might 
not be present in the effusion in the tympanum. 


(C) Treatment.—During the development of 
this classification reference has been made to the 
physical characteristics and protein content of 
the effusion in the tympanum. These factors are 
important clinically because they definitely are 
related to the etiology of the effusion, the length 
of time the effusion has been present, and 
present various therapeutic indications. The im- 
portance of the protein content of the effusion is 
found in its increasing concentration as it remains 
in the tympanum and therefore its increasing 
colloidal osmotic pressure. When the effusion 
first appears in the tympanum it may be a simple 
transudate low in protein, resulting from the 
relative vacuum formed as a result of stenosis 
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Fig. 1 


Diagram of the normal nasopharynx. Often when effusion is present in the tympanum the adenoid lateral pharyngeal 
fold and sinuses appear practically normal. Although they may appear practically normal they may harbor latent 
infection which is producing swelling of the retropharyngeal nodes and pressure stenosis of the eustachian tube. Enlarge- 
ment of the jugulodigastric node due to infection in a very small tonsil tag is seen frequently. The retropharyngeal 
nodes likewise may enlarge from infection in a sinus or in a small mass of nasopharyngeal lymphoid tissue. The 
effusion from this type of latent infection frequently is unilateral and may be heterolateral. (Drawing copied from 
Atlas & Textbook of Human Anatomy, Johannes Sobotta, J. P. McMurrich, Vol. II, Fig. 363, p. 43. Reproduced 
by permission.) 


Fig. 2 


Diagram of hypertrophy of the adenoid and lateral pharyngeal fold. If the adenoid enlarges sufficiently it forces the 
torus of the tube downward and forward and closes the pharyngeal orifice of the tube. Interference with flow of lymph from 
the lateral pharyngeal fold into the pretubal plexus produces hypertrophy of the fold. If the hypertrophy of the adenoid and 
lateral pharyngeal fold and displacement of the torus tubae are prolonged, the lateral pharyngeal fold will continue to cover 
the tubal orifice after the adenoid is removed. When this occurs the tube will not become patent until the fold is removed. 
The incision shown is part of the opetation designed to remove the lateral pharyngeal fold. 
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Fig. 3 


Removing the inferior part of. the lateral pharyngeal fold. This should be followed by removal of as much as possible of the 
redundant portion of the superior part of the fold with punch forceps passed through a nasopharyngeal speculum. 


Fig. 4 


Surgically the lateral pharyngeal fold can be divided into superior and inferior portions. Thorough removal of the 
superior part is a detailed procedure and usually requires several sittings. The major portion of the superior part of 
the fold can be removed best before the inferior part is removed because the attachment of the inferior part reduces 
the mobility of the superior part of the fold. 
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of the tube, or it may be relatively high in 
protein due to the increased permeability of the 
capillaries accompanying infection or hemorrhage. 
In either instance, if the effusion remains for a 
protracted period, part of the water in the 
effusion is absorbed by the veins and the protein 
becomes concentrated. This increases the colloidal 
osmotic pressure of the effusion until often it is 
much higher than the osmotic pressure of the 
plasma. This precludes the effusion’s being ab- 
sorbed by the plasma. If the fluid portion of the 
effusion is aspirated through a small needle or 
evacuted from the tympanum by myringotomy, 
the concentrated protein in the congealed portion 
of the effusion may remain in the tympanum 
and act as an osmotic wick and rapidly draw 
to itself more fluid from the plasma. This is one 
reason for the rather rapid filling of the tym- 
panum and peritympanic cells with fluid follow- 
ing its evacuation by inflation after myringotomy 
or aspiration. 

This process is related to one of the funda- 
mental principles of the physiology of the lym- 
phatic system. Albumin has the smallest molecule 
of the principal proteins of the blood plasma 
(albumin, globulin, fibrinogen). For this reason, 
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Fig. 5 


The superior part of the redundant fold on and above the torus 
may be removed best by punch forceps passed through one 
nostril and guided by vision through a nasopharyngoscope 
passed through the opposite nostril. Bleeding hampers the 
operation less if the superior part of the fold is removed from 
below upwards. 


Fig. 6 


Diagram of the pharyngeal orifice and lateral pharyngeal fold during lymphatic blockage of the retropharyngeal nodes. 
If the lymphedema is mild there may be stenosis of the tube only at its isthmus. If severe the lymphedema affects 
all of the tissues comprising the lymph-shed. The pharyngeal orifice of the tube appears as a slit or dimple in the 
edematous tissue. During blockage of the lymph nodes the tympanic effusion is always bilateral. Lymphatic blockage 


is not the only etiology of bilateral effusion. 
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although it comprises only 60 per cent of the 
protein of the plasma, it is responsible for 80 
per cent of its colloidal osmotic pressure. Also, 
the albumin molecule is small enough to pass 
freely through the normal lymphatic system. 
When the retropharyngeal lymphatic system be- 
comes blocked, as it often does in otitis media 
with effusion, albumin accumulates in the fluid 
in the tympanum and its colloidal osmotic pres- 
sure may become very high as shown in Fig. 9. 
In instances where the effusion cannot be ab- 
sorbed because its colloidal osmotic pressure is 
higher than that of the plasma, its removal may 
be facilitated by one or more of the following 
procedures: 


(1) Physical obliteration of the cavities con- 
taining the fluid. This is usually attempted by 
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doing a simple or modified radical mastoidectomy 
on the affected ear. Unfortunately, this procedure 
is not always successful because it does not re- 
lieve the stenosis of the eustachian tube which is 
the primary etiology of the effusion. Also it is 
not possible to obliterate the petrous cells with a 
conservative operation. If the petrous cells are 
numerous, they may be capable of creating suf- 
ficient vacuum to pull fluid into their cavities 
and they may harbor sufficient highly proteinized 
fluid to act as an osmotic wick. 

(2) Removal of the effusion from the tym- 
panum by aspiration through the myringa. 


(A) Aspiration Through a 20 Gauge Needle.— 
This is accomplished by using a syringe of the 
tuberculin type which allows one to visualize the 
position of the needle point as an assistant slowly 


Fig. 7 


Diagram of the technic of producing a semipermanent perforation in the myringa by fulguration. This procedure has not beeu 
used sufficiently to evaluate its effectiveness or establish all of the indications and contraindications for its use. Certainly it 
is not applicable to all patients with tympanic effusion and should never be used until all other therapeutic measures have 
proved ineffective. No permanent perforations have resulted from its use. If a large area of the myringa is fulgurated the 
regenerated membrane will lack its substantia propria and will lose much of its tensity. The myringa has been fulgurated 
in fourteen instances. It has been of definite clinical benefit in four instances. Its clinical usefulness has been related to 
providing a constantly open portal for entrance of air to the tympanum and peritympanic cells. This promotes absorption of 
the highly proteinized effusion. Fulguration may be used in either the anterior or posterior inferior quadrant of the myringa 
or in both. Usually it is necessary to repeat the procedure frequently to keep the opening patent. 


} 
ti 
\ 4 
> 
3 \t 

3 


Vol. 44 No.9 ROBISON AND NICHOLAS: 
withdraws the plunger with a slight rotating 
motion. It is very important to remove all traces 
of the local anesthetic before aspiration. This is 
done by applying a 95 per cent ethyl alcohol 
saturated pledget of cotton against the myringa 
for two or three minutes after the anesthetic has 
been removed. The alcohol should be completely 
removed before aspiration. If this is not done, 
some of the anesthetic may be drawn into the 
tympanum and produce irritation and cause the 
tympanum to drain. The accompanying inflam- 
matory reaction may promote adhesive processes. 


(B) Spot Suction Through the M yringa—The 
effusion in the tympanum may be entirely fluid, 
partly fluid and partly congealed, or it may be 
entirely congealed. Both the fluid and con- 
gealed portions of the effusion may vary greatly 
in their viscidity. The effusion may be in the 
form of a semisolid the consistency of gelatin. It 
may completely fill the tympanum and tympanic 
orifice of the eustachian tube and defy attempts 
to force air around it or into its substance during 
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inflation of the tube. It may act as a ball valve 
during inflation and trap air in the tympanum 
and peritympanic cells and produce postinflation 
noises in the ear audible through the auscultation 
tube. Postinflation noises usually are diagnostic 
of congealed effusion. Patients should be in- 
structed to report these noises which may not 
occur until some time has elapsed after inflation. 
Breaking up or dislodgment of the congealed 
mass in the tympanum is facilitated by bouginage 
through the eustachian tube. Bouginage for this 
purpose should be preceded by inflation of the 
tympanum and incision of the myringa in either 
its anterior or posterior inferior quadrants or 
both, and succeeded by inflation of the eustachian 
tube. If these procedures are ineffective in re- 
moving the congealed effusion, often it may be 
removed by spot suction with a small sterile can- 
nula passed through an opening in the myringa. 
The efficiency of these measures may be judged 
partly by whether or not an air containing cavity 
can be established in the tympanum and by how 
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Fig. 8 


Diagram of removal of clotted or congealed effusion from the tympanum. Congealed effusion may partly or entirely fill the tympanum 
and produce stenosis of the tympanic orifice of the tube. Congealed effusion is responsible for formation of adhesive processes and must 
be removed before fulguration of the myringa. 
should be suspected when postinflation noises occur. 
in breaking up the congealed mass and facilitating its removal. 
Lymphatic System, Arch. Otolaryngology, 40:385, 1944. 


Often it prevents the entrance of air into the tympanum during inflation and its presence 
Bouginage of the eustachian tube and tympanum in certain instances is indispensible 
(Driwing from Robison, J. M.: 
Reproduced by permission.) 


Lymphangitis of the Retropharyngeal 
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long the air containing cavity remains. Also 
important is the return of the myringa to its 
normal position and disappearance of tinnitus. 
Tinnitus in this condition is related partly to the 
colloidal osmotic pressure of the effusion and 
partly to the anatomic location of the effusion in 
the tympanum. 

(C) Creation of a Semipermanent Opening in 
the Myringa.—The prompt closure and healing 
of the myringa following myringotomy prevents 
prolonged entrance of air into the tympanum and 
interferes with drainage of fluid from the tym- 
panum. This is an enigma in the treatment of 
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effusion in the tympanum and is due to the 
physical characteristics of the effusion. Often 
the effusion is of the viscidity of glue and 
mechanically fills the opening in the myringa 
and approximates its edges perfectly. Also the 
effusion, being high in protein, affords excellent 
food for the healing efforts of the fibroblasts and 
epithelial cells. The efficiency of a semipermanent 
opening in the myringa in promoting the dis- 
appearance of an effusion from the tympanum is 
related to the process which nature uses to remove 
an effusion. Often one sees an effusion in the 
tympanum which disappears promptly when the 


Parienr Dare |\Aspeirarion | EAR | Ace. | Torac Osmoric | 
NUMBER PrRor. ne Os. Press. 
-9-49 / Z 4.4 6.4 304 47.4. 
KiRKPATRICK < 11-26-49 2 L 6.0 xX 4 76.8 
12-22-49 3 BOTH | 5.4 8.3 440 $3.2 
5-20-50 6 LZ 4./ x x 45.6 
9-/3-49 / R 6.3 8.8 EYES 58.7 
10-25-49 3 R 5.3 76 398 52.4 
Warr /1-29-49 4 R 49 8.6 430 50.2 
/-5-50| 6 R | 5.9 | 10.1 565 56.2 
2-13-50 | 7 R |5/ | 8.7 446 51.4 
/2-22-49 | 2 L x 53.9 
HUBBARD { 6- 8-50 3 R 5.3 9.6 506 52.6 
6-8-50 4 £ 5.4 8.3 467 ye 
-/4.-50 2 Z 7.4 360 
t 152 | 396 52.0 
| as | ds | S39 
-/3-50 
Barrerr {| 4-27-50 / R 5.2 10.5 545 52.0 
45-26-50 2 R 49 8.5 426 50.2 
-/7- f R $.2 x x 52.0 
ENGLISH ~ 12-3-49 / L 4./ 74 326 45.8 
HuRLeEyY /2-8-49 / 53 | 1.6 6/0 $2.6 
BARNES —- 3-44-50 / £ 3.7 9.3 400 43.2 
BARONE 2-46-50| L | 53 | 82 430 52.4 
KEARNS /1-26-49 / 43 8.4 440 52.4 
MALOneY 3-27-50 / L 55 186 33.8 
SUMMERVILLE 3-20-50 / R 8.3 14.6 8/4. "70.4 
Harrison — 1-/4-50 / Z 3.8 6.2 272 43 
DanreL_s ~— 4-/9-50 / Z 65 | 8.7 520 59.7 
PEREGOY 9-/5-50 / L 7.8 400 5/14 


Fig. 9 


The relation of the protein content and colloidal osmotic pressure of tympanic effusion to the clinical course of the disease is not totally 
apparent. The etiology and mode of origin of nascent effusion are variables which affect its protein content. It is evident that the 
colloidal osmotic pressure of the effusion increases if it remains in the tympanum for a prolonged period of time. Following absorption 
of water from the effusion the colloidal osmotic pressure may ome higher than that of the plasma and act as an osmotic wick and 
keep the tympanum filled with fluid drawn from the plasma in spite of frequent evacuation of the fluid portion of the effusion. The 
high albumin content of many of these specimens of effusion is evidence of the lymphatic blockage which is part of the primary etiology 
of the disease. Adhesive processes in the tympanum and congealing of the effusion are related to the chronicity of the disease and 
do not occur in effusion of low protein content. Space does not permit comment on the A/G ratio, significance of globulin content of 
the effusion, etc. These factors will be considered in another paper. 
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eustachian tube becomes sufficiently patent to 
allow air to pass into the tympanum normally. 
Apparently free entrance of air into the tym- 
panum promotes evaporation of the fluid and 
conjugation of the protein molecules which 
renders them absorbable. 


A semipermanent opening should not be made 
in the myringa until all measures possible have 
been utilized to restore patency to the eustachian 
tube. However, it should not be delayed until 
organization of the effusion and formation of 
adhesive processes has occurred. The beginning 
of organization of the effusion and formation of 
adhesive processes in the tympanum occurs 
usually only after the effusion has been present 
for a considerable period of time and its protein 
content has reached a high degree of concentra- 
tion. These processes may be hastened by ill 
advised or repeated instrumentation to the middle 
ear. Usually this is in the form of the frequent 
suction or aspiration, or injection of irritating 
solutions inte the tympanum, or the introduction 
of infection into the sterile effusion. In principle 
the myringa and tympanum should not be treated 
in any manner until all efforts have been made 
to correct the pathologic condition in the naso- 
pharynx and sinuses. Exceptions to this may 
be allowed for diagnostic procedures because in 
certain instances it is difficult or impossible to 
make the diagnosis of effusion in the tympanum 
without aspiration or myringotomy. This def- 
ficulty is encountered particularly when the 
tympanum and peritympanic cells are completely 
filled with fluid or congealed effusion which 
presents a homogeneous appearance. Also the 
diagnosis may be difficult if the myringa is 
relatively opaque or there is a small amount of 
fluid only in the hypotympanum. There may 
be a combination of these factors. 

After all efforts to restore the patency of the 
eustachian tube have failed and the tympanum 
continues to remain filled with effusion, the 
creation of a semipermanent opening in the 
myringa by fulguration may be undertaken. 
Usually, by this time, the effusion will have been 
present long enough for the tympanum to be 
totally or partly filled with congealed effusion. 
The writer (J. M. R.) has used this procedure 
only on patients who have had effusion present 
in the tympanum for one to three years. The 
steps in the procedure of fulguration are as 
follows: 

(1) After removal of the pledget of cotton 
containing the anesthetic a second pledget sat- 
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urated in 95 per cent ethyl alcohol is placed 
against the myringa and left for two or three 
minutes. The canal and myringa are then wiped 
dry of alcohol. 


(2) Although fulguration has been done ad- 
vantageously following needle aspiration usually 
it is done best following myringotomy and spot 
suction of the congealed secretion in the tym- 
panum with a small cannula. The most important 
prerequisite to fulguration of the drum is an air 
containing cavity in the tympanum. There must 
be an air containing cavity visible through the 
opening in the myringa or the electrical current 
may be carried along the chorda tympani and 
glossopharyngeal nerves and the patient may 
react sharply and complain of the tongue and 
throat. If the myringa is fulgurated before 
myringotomy and without air in the tympanum, 
the area of the myringa coagulated cannot be 
gauged accurately. Also, if the myringa is stuck 
to the medial wall of the tympanum by congealed 
effusion which cannot be removed, it should not 
be fulgurated. To do so may damage the medial 
tympanic wall and promote adhesive processes. 
The myringotomy is done in either the anterior 
or posterior inferior quadrant of the myringa, 
taking particular care not to make the opening 
in contact with the malleus or annulus. Follow- 
ing inflation and suction, the edges of the open- 
ing in the myringa are fulgurated through a 
plastic speculum in the electric otoscope. A No. 
5 nasal snare wire five inches long is used as a 
fulguration point. One-half inch of one end of 
the wire is bent to parallel to afford better holding 
by the fulguration handle. This long small wire 
allows excellent visibility. The edge of the per- 
foration is coagulated until a coagulated area is 
produced on one edge or entirely around the 
perforation. The efficacy of fulguration in keep- 
ing the opening in the myringa patent partly 
depends on maintaining some of the margin of 
the opening in a necrotic condition until the 
effusion disappears. Some of the effusion may 
begin to adhere to,the periphery of the opening 
within 24 to 72 hours. This crust formation 
should be removed from the opening, and all or 
part of the periphery may be coagulated again 
and repeated at any time the opening begins to 
close. If. infection or marked inflammatory re- 
action occurs following the initial fulguration and 
the tympanum is discharging through the per- 
foration, the inflammatory reaction should be 
allowed to subside before further fulguration. The 
annulus tympanicus has not been fulgurated. It 
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is possible that a permanent perforation in the 
myringa might be produced in this manner, but 
also there might be danger of osteitis of the 
annulus. Fulguration of the myringa has not been 
used long enough to evaluate it completely, but 
it has, in certain patients, stopped the formation 
of effusion in the tympanum and restored the 
hearing in the ear to an approximately normal 
level. Some patients have had a loss of only five 
to ten decibels with an opening in the myringa 
and no effusion in the tympanum, whereas they 
had a loss of 20 to 30 decibels while their 
tympanum was filled with congealed effusion. 
Healing of the opening in the myringa has been 
complete in every instance, but the fulgurated 
area is devoid of the substantia propia layer, and 
if the area is large the myringa loses some of 
its tensity. 


(D) Radium and X-Ray.—These therapeutic 
measures do not cure infection; therefore they 
have no place in the treatment of this disease 
until the diagnosis and treatment of the infection 
which was the original etiology of the condition 
has been completed. Radium and x-ray will pro- 
mote the resolution of certain types of disease of 
lymphoid tissue and they have a definite field 
of therapy in certain selected cases of otitis with 
effusion. They certainly are not effective in 
resolving a swollen peritubal lymph node which 
is draining an infected adenoid or sinus. Small 
doses of x-ray promote resolution of retro- 
pharyngeal lymph nodes which continue to be 
enlarged after all infection has been removed 
from the sinuses and nasopharynx. Treatment 
of these nodes is usually 600 r. given in four 
divided doses of 150 r. each at intervals of three 
or four days. The port is centered under the ear 
with the mouth closed. Large dosage of x-ray 
never should be applied to the nasopharynx to 
reduce hypertrophy or destroy tissue except dur- 
ing malignancy. Its use in this manner is very 
prone to produce pharyngitis sicca. It is better 
to use radium to reduce lymphoid hypertrophy in 
the nasopharynx because its area of application 
may be controlled better. The use of radium by 
the writer (J. M. R.) has not been very effective 
in the treatment of otitis media with effusion. 
Often lymphoid elements in the nasopharynx are 
enlarged due to infection instead of hypertrophy 
and are not reducible by radium. X-ray and 
radium should be considered purely as thera- 
peutic accessories to be used only after all of 
the procedures designed to eradicate infection 
and correct mechanical difficulties have been 
given a thorough application. 
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III. Chronic Catarrhal Otitis Media with and 
without Effusion—The chronic stage is the end 
result of retention of effusion within the tym- 
panum and peritympanic cells long enough for it 
to become organized and produce fibrosis and 
adhesive processes involving the myringa, tym- 
panic mucosa and ossicles. Often the effusion, 
if undisturbed, may remain in the tympanum for 
years before adhesive processes occur. If ex- 
cessive trauma occurs to the tympanic structures 
during therapy, or bacterial or chemical con- 
tamination of the effusion occurs, irreversible 
adhesive processes may promptly supervene and 
eventuate in some degree of permanent conduc- 
tion deafness. Infection in the paranasal sinuses 
and nasopharynx is the most common cause of 
effusion in the tympanum. Since infection in 
these areas often heals spontaneously, it is not 
surprising to find effusion in the tympanum to 
be recurrent in certain patients. Often one sees 
patients who, with each “cold,” complain of mild 
symptoms from their ears, referrable to mild 
stenosis of one or both eustachian tubes, or others 
may develop otitis media with effusion with each 
infection. Frequently the symptoms and effusion 
disappear promptly with termination of their 
infection. Those who have developed adhesive 
processes in one or both tympanums seem to be 
prone to recurrence of effusion according to the 
pattern of their previous attacks. 


SUMMARY 


(1) Infection or malignancy of the paranasal 
sinuses, nasal cavities or nasopharynx and benign 
neoplasms and hypertrophy of the tissues of the 
nasopharynx are important etiologic factors in 
catarrhal otitis media with effusion. These factors 
produce stenosis of the eustachian tube by me- 
chanical closure of its pharyngeal orifice or by 
their effect on the retropharyngeal lymph nodes. 


(2) Stenosis of the eustachian tube may occur 
in its pharyngeal orifice, along the lumen of the 
tube or in its tympanic orifice or simultaneously 
in these areas. The pharyngeal orifice of the 
tube may be closed by hypertrophy of the 
nasopharyngeal lymphoid elements, benign and 
malignant neoplasms, and by inflammation or 
lymphedema. The lumen of the eustachian tube 
may be closed by inflammatory swelling or 
hypertrophy of its lymphoid elements, by pres- 
sure on the exterior of the tube by a misplaced 
condyle of the mandible (rare), by an enlarged 
peritubal lymph node or by lymphedema of the 
tubal mucosa. The tympanic orifice of the tube 
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may be closed by congealed effusion or adhesive 
processes in the tympanum. 


(3) During adulthood often there is only one 
lateral retropharyngeal node on each side or only 
one node on one side. The anatomic relation of 
the lymph nodes to the eustachian tubes governs 
the incidence of stenosis of the tube due to pres- 
sure of an enlarged node. As the node or nodes 
enlarge during infection or malignancy and pro- 
duce stenosis of the tubes, the symptoms which 
result vary depending on whether the nodes 
produce stenosis by pressure on the eustachian 
tube or become impervious to lymph flow and 
produce lymphedema of the lymph-shed. Various 
clinical findings result from either or a com- 
bination of these two processes. 


(A) If stenosis of the eustachian tube or tubes 
is due to pressure from an enlarged lymph node 
or nodes its location may be as follows: 


(1) If there is only one retropharyngeal node 
on one side the effusion in the tympanum will 
be unilateral. 


(2) If there are bilateral nodes the effusion 
may be bilateral or if the node or nodes on one 
side are not adjacent to the tube the effusion will 
be unilateral. 


(B) If all the retropharyngeal lymph nodes 
become blocked, lymphedema occurs in the 
lymph-shed and produces tympanic effusion 
which is always bilateral. 


(4) Sinusitis and infection in the adenoid and 
lateral pharyngeal fold either latent or manifest 
are the most frequent etiologic factors in ca- 
tarrhal otitis media with effusion. Anatomic dis- 
tortion of the pharyngeal orifice of the eustachian 
tube is a factor to be corrected in restoring 
patency to the tube. 


(5) The infection in the lymph-shed and the 
effusion in the tympanum may be on the same 
side or on opposite sides. Unilateral heterolateral 
effusion in the tympanum indicates that there 
are retropharyngeal nodes present on only one 
side or the nodes are adjacent to the eustachian 
tube on only one side. 

(6) As effusion remains in the tympanum for 
a protracted period of time its protein content 
increases and its colloidal osmotic pressure may 
increase until it is higher than the colloidal 
osmotic pressure of the plasma. The effusion 
may then become partly or entirely congealed 
and act as an osmotic wick which draws fluid 
into the tympanum from the plasma. 
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(7) Creation of a semipermanent perforation 
in the myringa by fulguration has been of thera- 
peutic value in a few selected cases. It has not 
been used sufficiently to determine all of the 
factors governing its practical application. 

(8) Allergy has not been found to be an 
important factor in the etiology of otitis media 
with effusion. When effusion has occurred in 
allergic patients it always has been due to sec- 
ondary infection. In more than 100 examinations 
eosinophils have not been found in the effusion 
aspirated from the tympanum. 
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A NEW IMPLANT AND TECHNIC FOR 
THE CORRECTION OF LOSS OF 
ORBITAL TISSUE* 


By Anprew W. McAtEsteR, III, M.D. 
Kansas City, Missouri 


INDICATION FOR USE OF THE ORBITAL IMPLANT 


The implant and surgical technic to be de- 
scribed below are intended for cases where there 
has been a gross loss of orbital tissue, namely: 
gunshot wounds, infections, fractures, and other 
conditions that produce an atrophy or loss of 
orbital tissue. The method is also used in cases 
in which there has been enucleation and where 
an exposed mobile implant was placed in the 
orbit but was later removed. 

After all infection has been cleared from the 
orbit, sequestrum and foreign bodies, if any, have 
been removed, and skin grafts or pedicle grafts 
have been performed and plastic work completed, 
then is the opportune time for this operation. 


*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Forty-Fourth Annual Meeting, St. Louis, 
Missouri, November 13-16, 1950. 
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THE IMPLANT 


The implant is a disc, saucer-shaped, coming 
in various sizes with several perforations, to allow 
connective tissue to grow through and make the 
implant secure. The implant is made out of 
acrylic material and processed in a dental lab- 
oratory. We anticipate having some implants 
made of teflon, a plastic, which is reported to be 
absolutely inert in body tissue (Fig. 1). 


INSTRUMENTS 


1 Bard-Parker knife with No. 12 blade 
2 Lid retractors 

3 Hemostats 

1 6-inch curved scissors 
2 Fixation forceps 

1 Tissue forceps 

1 Needle holder 

1 Tube of No. 4.0 catgut 
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TECHNIC 


Under pentothal® sodium intravenous, an in- 
cision is made with a Bard-Parker knife into the 
cul-de-sac the entire length of the lower lid, about 
2.5 cm. (illustration). With a pair of curved 
6-inch scissors, the scar tissue is incised from the 
cul-de-sac into the fornix so as to leave a thick 
conjunctival flap. The pocket should be from 
the nasal to the lateral wall and from the antrum 
roof to the supra-orbital ridge. Care must be 
taken in cutting not to damage the levator. The 
right size implant is now chosen and placed into 
the pocket. Care should be taken that the im- 
plant does not protrude out from the infra-orbital 
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and supra-orbital margins as this will make too 
shallow a socket. The deeper structures at the 
margin of the incision are closed with interrupted 
catgut and the conjunctiva also is closed like- 
wise; pressure bandage is kept on for four days. 
Ordinarily it is not necessary to put oxidized 
cellulose into the pocket as hemorrhages should 
be stopped as the operation proceeds. 


The reason for the incision’s being made in the 
cul-de-sac is that the conjunctiva over the middle 
of the orbit is not touched. The size and shape 
of the disc will not allow any pressure point like 
a sphere to cause a pressure and extrusion (Figs. 
2, 3 and 4). 


Obviously there will be very little motion as 
most of the extra-ocular muscles have either be- 
come atrophic or have been destroyed through 
injury. The implant gives a much better cosmetic 
result and enables the patient to wear a smaller 
prosthesis and therefore have a reduced area of 
conjunctiva. 


CONCLUSION 


The surgical technic and end result of a plastic 
disc implant with perforations has been demon- 
strated by motion pictures. The implant does not 
shift in position due to the perforations. Fifty- 
two of them have been used since 1942. There 
have been two extrusions within a period of one 
year. The indication for the implant is where 
there has been a major loss of orbital tissue. 


ORDINARY PROBLEMS MET WITH IN 
ELECTROSURGERY OF THE BLADDER 
NECK AND THEIR SOLUTION* 


By Joun H. Doucuerty, M.D. 
Knoxville, Tennessee 


This paper is not expected to advance to you 
a discussion of the more complicated problems 
met with in removing obstructions to the bladder 
neck. It does not have to do with the question 
of whether the gland should be undermined with 
the resectoscope and bleeding controlled, or 
whether the individual lobes should be isolated 
and resected separately. The solution of these 
more complicated problems belongs to research 


*Read in Section on Urology, Southern Medical Association, 
Annual Meeting, St. Louis, Missouri, November 
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centers and clinics where a large volume of work 
is performed. 

In the contemplation of the desire of advancing 
a new idea one should be enlightened enough to 
realize that there is hardly anything that has not 
been conceived, and possibly executed by some- 
one, somewhere, and at sometime. 

The methods outlined in this paper have been 
used in 208 resections done during the past two 
and one-half years. 


The Preparation of the Patient—In modern 
surgery it is almost platitudinous to say that 
every effort should be expended in improving the 
risk status of a patient. In urology, more, or 
certainly as much as in any other branch of 
surgery, the opportunities to do this are unusually 
great. No longer is it permissible to assume the 
attitude that the patient neglected himself and 
became a poor risk, so that part of the responsi- 
bility is removed, and the surgeon need not go 
into detail in attempting to make him a better 
candidate for surgery. The day has passed when 
one can conscientiously say, after a case has been 
lost, that the patient came too late and was too 
far gone. 


If we diligently apply all the corrective 
measures that we know in the preoperative, the 
operative, and postoperative course of surgery, 
we can greatly improve the poor risk patient to 
a status where definite correction is possible. 
Factors to be subsequently outlined in this paper, 
it is believed, will help to do this to an ap- 
preciable degree. 


The Preoperative Evaluation of the Patient.— 
Given the patient with urinary retention to a 
greater or less degree, it is believed that it is safe 
to say that a good portion of such patients are 
simply sent to the hospital, and if their blood 
chemical analysis is within normal limits, they 
are scheduled for operation. Sometimes a uro- 
gram is done but the results are usually of no 
great consequence. Many operators wait until 
they observe the mid and lower urinary tracts 
through the resectoscope to gain an estimate of 
the problem. At this late stage, the surgeon is 
almost committed to a resection, whereas a more 
thorough preliminary study might have directed 
him to correct an upper tract abnormality first, 
or might even have forced him to decide that cor- 
rection of the bladder neck obstruction could 
better be dealt with by another approach that 
would also afford correction of an associated 
problem. The patient who has had an inade- 
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quate preliminary study, and inefficient prepara- 
tion, has a decreased chance of a good result; 
particularly when inadequate preliminary study is 
coupled with an inadequately experienced oper- 
ator, the outlook is dismal indeed. 

Every patient with bladder neck obstruction 
should be completely and thoroughly studied. By 
this it is meant that he should be cystoscoped, 
and the upper urinary tracts studied by catheter 
if necessary. In addition, the urologist should 
have a thorough knowledge, directly gained, of 
the respiratory, vascular, and the neurological 
potentialities of the patient. This means going 
over the patient with a complete physical survey. 
It is advocated that the operator himself, or his 
first-hand assistant, should gain the knowledge of 
these systems directly. A consultant is good, but 
he cannot share the responsibility for the patient 
whose vital capacity should have been improved, 
or whose vibratory sense may be so dissipated 
that holding urine after a resection would be im- 
possible. Without taking too much of your time, 
I should like to advance some of the things used 
in a modest system to prepare a patient for sur- 
gery about the bladder neck. After a complete 
physical survey, which includes a gross estimate 
of the psychic, the respiratory, cardiac, vascular, 
gastrointestinal, and the neurological systems, 
the patient is studied from the urological stand- 
point. I feel that if this examination is carried 
out with care there will be no untoward effect, 
and the value to be derived from it by the patient 
and the doctor far outweigh any reason for not 
carrying out the procedure. 


Following the urologic study, the patient is 
admitted to the hospital and prepared over a two- 
day period for surgery. During this preliminary 
hospital stay, deep breathing and semi-bicycle 
exercises are carried out according to the ability 
of the patient for ten minutes every two hours 
during the waking period. Crude liver extract is 
given daily and ascorbic acid in concentrated 
doses. A preliminary two-day dosage of sulfa- 
thalidine will greatly decrease postoperative dis- 
tention. Since most of these surgical procedures 
are done under spinal anesthesia, one prefers to 
give blood while blood loss is taking place. The 
reasons are obvious. 

Simple Mechanical Innovations for Facilitating 
Resection.—A frequent problem for the urologist 
who does not limit himself to one type of pro- 
cedure, but who in private practice must do 
varied types of prostatic surgery, and who can- 
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not confine himself to working in one institution, 
is the perfecting of a technical plan that can be 
easily and quickly understood by nurses, interns, 
assistants, and orderlies. If one operates in 
several small hospitals, he may not have the 
same assistants on any two occasions. For this 
reason the operator must, for the sake of safety 
and expedition, have his technical equipment as 
simply contrived as possible. Most commonly, 
the only table available is the standard operating 
room table. In order to work freely on such a 
table, this device (Fig. 1) has been devised. It 
is perfectly simple, inexpensive, and invaluable. 
The two long prongs slide under the mattress and 
the circular portion protrudes from the end of 
the table under the patient’s perineum. The side 
arms are elbow rests which greatly decrease the 
fatigue that can be experienced in the second of 
two resections if one is fortunate enough to have 
so many on the same day. This simple addition 
provides the operator with the patience to achieve 
better hemostasis, and a cleaner removal of tags 
that may be poorly dealt with by the tired sur- 
geon. The advantages of this simply contrived 
mechanism are obvious. 


Fig. 1 


Rack with arms which slide under the operating table mattress 
and lean to hold the funnel with side arm rests. 


Fig. 2 
Funnel with detachable ring to hold gauze for straining. 
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Innovation 2.—In years past, it seemed to 
the author a waste of time and a messy un- 
surgical annoyance to have someone thrusting a 
tea strainer by his nose to catch particles as the 
bloody fluid from the distended bladder gushed 
out of the resectoscope when the loop was re- 
moved. In order to avoid this, so that any 
assistant available could do more valuable things, 
the next contrivance (Fig. 2), was brought into 
use. It is simply a large funnel made to fit the 
rack and with a separate strainer (Fig. 3), which 
can be tilted and moved about in order to adapt 
it to any drainage from the resectoscope or cath- 
eter. A gauze pad (Fig. 4) in the bottom of the 
strainer collects all particles neatly and effi- 
ciently. The drainage pours through the funnel 
and its tube to a collecting vessel on the floor. 
In some operating rooms the drainage could be 
continued on through a floor drain. This, how- 
ever, removes the necessary information that 
the operator needs constantly to keep in mind re- 
garding blood loss. In order to obtain this in- 
formation at any time, it is advisable to have 
the drainage collected in a large vessel on the 
floor, as most of us do. This set-up permits the 
operator to stay dry, does not require the use of 
an apron, and affords the appearance of a sur- 
gical procedure rather than one in which the 
operator appears as though he has just finished 
a blood bath. It also decreases the danger of 
electrical short circuits which may result from a 
wet floor. A composite of all items is shown in 
Fig. 5. 

Innovation 3.—-The care of the bladder and 
upper urinary tracts throughout the procedure, 
it is believed you will agree, offers a formidable 
problem, and one about which all of us may 
become neglectful. Concern with the formation 
of methemoglobinemia, the over distended blad- 
der and urethra, and the possible retrograde ex- 
tension of infectious material or shock producing 
fluid to the more susceptible upper urinary tracts, 
stimulated effort to devise some means of elim- 
inating these persistently dangerous features in 
resective surgery. For this, the author claims no 
originality. Instruments which have been in use 
for years have simply been applied. Indeed, the 
trocar and the straight catheter guide have been 
in use so long that the originator of these very 
important urological instruments has been lost 
from recognition. 

The technic is as follows: as soon as the 
anesthesia, usually low or continuous spinal, be- 
comes effective, a No. 28 sound is passed through 
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the urethra into the bladder. This facilitates the 
passage of the resectoscope. The latter instru- 
ment is introduced and the bladder distended. 
The viscus can then be palpated and an estimate 
gained of the position of the peritoneal reflection. 
This procedure has been carried out in the num- 
ber of cases previously mentioned, and in none of 
them was the peritoneal reflection involved. 
When the bladder has reached a height of 3 cm. 
from the umbilicus, it has been felt that the pro- 
cedure was entirely safe. With a scalpel a 0.5 


Fig. 3 


Funnel with gauze and ring in place. 


Fig. 4 
Funnel with tube leading away to carry drainage to receptacle 
on the floor. 


Fig. 5 


Composite picture of rack, funnel, strainer and trocar. 
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cm. vertical incision is made through the skin 
and fascia at 1.5 cm. above the symphysis in the 
midline. An aspirating needle can be introduced, 
if desired, but is hardly necessary. A No. 26 
trocar (Fig. 6) was especially made on order, 
works better since it was found that smaller 
trocars (Fig. 7) did not provide for the larger 
catheters which later were desired. The trocar 
is introduced and passed directly down into the 
bladder at an angle of approximately 80° to the 
upper part of the bladder. A remote danger is 
that a large anterior lobe of the prostate might 
be hit and cause unnecessary bleeding; however, 
the knowledge previously gained of the interior 
of the viscus will dictate the direction in which 
the trocar should be passed. On reaching the 
interior of the bladder, the obturator is pulled up 
so as not to endanger the bladder floor, and the 
trocar sheath pushed all the way down. The 
obturator is removed and a No. 26 irrigation 
drainage malecote catheter on a straight stylet 
is introduced into the bladder through the trocar 
(Fig. 8). This catheter was especially manufac- 
tured. The trocar is then removed and the cath- 
eter left indwelling. It can be adjusted to the 
proper level in the bladder so as not to interfere 
with the resection and to facilitate its future use- 
fulness. It is then anchored to the skin. The 
irrigation portion of the catheter is clamped off, 
and the drainage tip is connected to a drainage 
tube leading to a bottle placed on a level with the 
patient’s bladder (Fig. 9). The resection is then 
begun and the advantages are manifold. Some 
of them are: 

(1) A constantly clear view, no matter what 
the amount of bleeding, is always possible. 

(2) It is not necessary to stop the resection to 
remove the bloody sludge from the bladder. 

(3) The particles drop easily on the floor of 
the bladder and remain there much as they do in 
an Ellik evacuator. In fact, the idea for this 


Fig. 6 


Trocar which is used in executing suprapubic punch. 
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came about after observing the efficiency of 
operation performed by the evacuator. 

(4) Air bubbles are eliminated even if they 
enter the system by the failure of an assistant 
to fill the reserve reservoir quickly enough. 


Fig. 7 
Trocar and punch being made. 


Fig. 8 
Catheter being passed through trocar. 
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(5) The operator can obtain definite informa- 
tion of the amount of blood loss at any time by 
observing the outflow through the suprapubic 
tube and in the collecting jug. 


(6) The bladder need never be over distended, 
nor is it ever collapsed enough to endanger it 
though manipulations of the resectoscope; rather 
its degree of distention can practically be main- 
tained constantly. 


(7) Much valuable time is saved and the 
resection becomes the procedure for which it was 
intended: to relieve the patient. 


Not only does the suprapubic punch tube pro- 
vide many advantages during the course of the 
resection, but it also offers advantage during the 
postoperative period. It provides for drainage 
and irrigation of the bladder in case there is 
bleeding, and if it is necessary, allows use of the 
Foley bag as a pressure hemostat. In addition, 
it affords early removal of the urethral tube and 
exercise of the voiding mechanism. All patients 
do not void well immediately after resection. This 
can certainly be said about my own, particularly 
if they have some neurogenic deficiency or have 
had vas ligation. For them, the suprapubic tube 
affords an escape for infected residual urine until 
efficient voiding is established. It affords even 
earlier ambulation, and particularly more restful 
nights during the early days of attempted void- 
ing. For the first few postoperative nights, dur- 
ing which voiding is being established, the patient 
need not sleep with a urinal but may simply have 
his suprapubic tube open, have a restful night, 


Fig. 9 
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Jug for collection of suprapubic drainage during resection procedure. 
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and be ready to resume the process of learning 
to void again the next morning. Since the insti- 
tution of the suprapubic tube, knowledge has been 
gained of how inefficiently many hemostatic bag 
catheters of the indwelling urethral type actually 
afford drainage. Their efficiency is not nearly 
so great as one might think and it is believed that 
this factor often accounts for some of the un- 
necessary trouble that the patient experiences 
after a resection. 

Today some surgeons advocate no irrigation 
of the bladder at all. They feel that if the re- 
section has been done correctly, there should 
be no bleeding, and that drainage alone is all 
that is necessary. In large institutions, this may 
be justified, particularly where there is an as- 
sistant nearby on constant call; however, in the 
type of work which some of us find necessary to 
perform in a number of small institutions, there 
can be no dealing with chance. Everything ade- 
quate for the needs of the patient must be an- 
ticipated and provided in advance. 

Innovation 4.—This procedure is quite simple, 
and probably many of you use it regularly. How- 
ever, it is believed to be worth mentioning. It 
has been found that the lubrication of indwelling 
tubes and instruments, particularly those passing 
through the urethra, with 5 per cent water-soluble 
sulfonamide ointment, greatly decreases the in- 
cidence of local infection, and subsequent granu- 
lation with stricture formation. This affords the 
same advantage as lubricating jelly, in addition 
to those mentioned above. 


Innovation 5.—In some hospitals the patients 
are removed from the operating table 
to a stretcher and carried to their 
room. The disadvantages of this are 
obvious. Some of them are: the pa- 
tient is exposed more than is neces- 
sary; the previous adjustment of 
tubes and dressings may be lost and 
the movement enhance the opportu- 
nity for new bleeding. In addition, 
‘on reaching his room the patient is 
usually moved from the stretcher to 
the bed by an inadequate number of 
persons who are not familiar with 
what took place a short time before in 
the operating room. 


To circumvent these disadvantages, 
the operator has the bed brought from 
the floor into the operating room. The 
patient is then moved into it at 
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the termination of the procedure with care for 
his safety, and with all appliances properly 
connected and ready to work as soon as the bed 
is returned with the patient to his room. The 
advantages of this are too obvious to take more 
of your time in explaining them. 

Innovation 6.—The problem of irrigating the 
patient during the postoperative stage required 
solution. The contrivance which has been satis- 
factorily used offers many advantages, and I 
am certain that it has been used by all of you. 
Still one can go in some hospital wards and find 
an orderly irrigating catheters with rubber bulb 
syringes and naked hands. The system which has 
worked efficiently is a closed one. The ordinary 
1,000 cc. bottle is used. It is connected to the 
irrigating tip of the suprapubic tube and what- 
ever solution desired is run in at the rate of 25 
drops per minute. This can be increased or de- 
creased as needed. In this work, distilled water 
has proven satisfactory. The drainage tips of the 
suprapubic tube and the Foley urethral catheter 
are run into bottles below the bed which are pro- 
vided with gauze covers to prevent contamina- 
tion. The period of time necessary for the use of 
the system depends on the period of bleeding in 
the early postoperative stage; usually 24 to 48 
hours is all that is necessary. There is no oppor- 
tunity for the introduction of infection and the 
patient is comfortable. Sufficient tubing is left 
on the bed level for the patient to turn freely, and 
from the edge of the bed to the neck of the 
collecting jug only an adequate length of tubing 
is allowed by pinning it to the bed linen. 


SUMMARY 


Six innovations used in the work on 208 cases 
of obstruction at the bladder neck have been pre- 
sented. These innovations have solved the prob- 
lems of the operator carrying out urologic pro- 
cedures in a number of small hospitals in cities 
distant from his place of active practice, and in 
the hospitals in the city where his active practice 
is ¢arried on. They have solved a number of 
technical and clinical problems that were a con- 
stant source of irritation to the operator, and 
danger to the patient, in addition to saving much 
valuable time. They are not presented as original 
ideas deserving of particular credit, for it is 
realized that many of vou possibly use the same 
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devices or better ones in your own practice. They 
are presented because they facilitate the work 
and the solution of the problems of dealing with 
obstruction at the bladder neck. 


CONCLUSIONS 


It is believed that the application of the 
measures described above facilitates the technic 
of resection, saving time, providing tidiness, re- 
moving the bloody puddle often seen on operat- 
ing room floors, increasing the safety of the 
patient and affording him a quicker and less 
morbid return to normalcy. 


DISCUSSION (Abstract) 


Dr. Reese C. Coleman, Jr., Atlanta, Ga—Dr. Dough- 
erty has made useful suggestions for facilitating the 
transurethral operation. Any device which will save the 
surgeon’s back in a transurethral resection deserves 
recognition. 

It is common knowledge that results obtained in 
transurethral surgery depend largely upon the skill and 
experience of the surgeon. Excessive operative time, 
excessive blood loss, cuts through the capsule with extra- 
vasation, entrance of irrigating fluid into the venous 
circulation producing hemolysis, and unresected masses 
of prostatic tissue are certain to increase the morbidity 
and mortality. A good open operation would be much 
preferable to a poor transurethral resection. 


In addition to the usual preoperative preparation 
many patients should have a pint of matched blood 
available at the time of surgery. A prompt transfusion 
when indicated may prevent a serious complication in 
the elderly sclerotic patient. 


We are able to retain a certain degree of flexibility in 
questions such as preoperative drainage, urinary anti- 
septics, and the choice of the operative method. The 
expert resection of all lobes to the capsule, with point 
hemostasis, will usually produce a good result and a 
grateful patient. In like manner, the skillful enucleation 
of the huge prostate will often reduce trauma to the 
patient and the surgeon and prolong the lives of both. 

I feel that the importance of point hemostasis cannot 
be overemphasized. If the loop is placed directly upon 
the bleeder, a minimal amount of fulguration will suf- 
fice. The sweeping of the loop back and forth is likely 
to result in a deep burn which must slough before heal- 
ing is complete. The fulguration of a venous sinus at 
the capsule will usually enlarge the sinus and increase 
the bleeding. It is better to leave it alone, complete the 
operation as quickly as possible, and check closely for 
arterial bleeding. The irrigating fluid will usually be 
sufficiently clear following insertion of the catheter. If 
in doubt, a continuous drip of normal saline through a 
three-way catheter may be used. 


| 
( 
] 
{ 
( 
] 
1 


Vol. 44 No.9 WILSON: CHRONIC ULCERATIVE COLITIS 797 


MEDICAL MANAGEMENT OF CHRONIC Everett D. Kiefer and Sara M. Jordan? of the 


ULCERATIVE COLITIS* Lahey Clinic reported in 1946 that of their series ‘ 
’ of 430 cases examined, 17 per cent were limited ° 
By Cuirrorp C. Witson, M.D. to the rectum, 21 per cent involved the left colon 


and the rectum. Fifty-six per cent involved all 4 
the colon, and 6:per cent had segmental colitis. 
It is well to remember that when the disease is 


Kansas City, Missouri 


Up to the present time there are two important 


thick <n confined to the lower left colon, it is easier to 
hings that we do not know about chronic ulcera- (4 roy 
tive colitis. One is the cause; the other is the cure. : 

We do know, however, that we can manage these The younger the patient, the more often the 

patients medically, so that they may be able to disease and 
live normal or nearly normal lives, particularly if it Is to manage. Fe 
we get them early enough serious. Under proper medical management the 


less severe cases can be controlled easily, but the 
diagnosis must be made early and the care must 
be thorough. When this is done very few of these 
cases will need surgery. 

The use of the term cure in connection with 
chronic ulcerative colitis is not permissible. 
Bassler’ reported that after ten years of perfect 
health and a normal looking colon from an x-ray 
and proctologic standpoint, 39 of his cases which 
showed every sign of being definitely cured broke 
out in recurrences. These late recurrences, how- 
ever, were easy to control. 


Chronic ulcerative colitis is a medical disease, 
and should be treated medically as long as there 
is any hope for improvement. As Weik* described 
it in 1875, it is a young person’s disease (average 
28), in the formative and creative years of life, 
and often occurs in individuals with intelligence 
above the average. It runs a long course with a 
pronounced tendency to relapse. If the patient’s 
general health and weight hold up and the in- 
validism is only moderate (controlled case), one 
is justified in continuing medical handling. 


the J nicl Before we get to the treatment there are other 

parently developed chronic ulcerative colitis dur- 

factors to be considered. One is the allergic and 

ing his early campaigns against the Indians. At & 

the battle of New Orleans against the British, it 

was reported he had upwards of twenty stools in Allergy.—Sensitivity to certain foods is a com- 

twenty-four hours, and continued to have re- mon occurrence among human beings. Many 
| missions and exacerbations the rest of his life. patients with chronic ulcerative colitis are familiar 
| Yet without knowledge of present day medicines with the foods to which they are sensitive and 

he lived to be quite old (78). refrain from eating them, knowing that if they 
The colitis patient usually comes to the proc- partake of certain foods the infection of their 
tologists for diagnosis. He has a discharge of pus Colon will be aggravated. However food allergies 
and blood, diarrhea, and tenesmus, and naturally alone cannot produce chronic ulcerative colitis. Z 
' thinks of cancer. Actually according to most Bassler’ reported that food allergy entered to 
1 authorities, cancer occurs in only about 2-4 per some extent into about 6 per cent of all cases in : 
e cent of these cases. The diagnosis is made then Which the milder and easy to control cases are 
. by the appearance of the rectal mucosa through _ included. é 
* the proctoscope, the clinical history and the x-ray Psychosomatic or psychogenic factors have 
picture of the colon. Other causes of diarrhea are been considered to play an important role, and ’ 
y checked and eliminated. every physician who has handled many of these P 
2 Bargen> has classified ulcerative colitis into cases has observed that the onset of ‘symptoms 
“ nine types: type 1, due to streptococci; types 2 has followed emotional upsets. A patient whom 
4 and 3 of unknown etiology; type 4, tuberculous; I recall was free from symptoms at her home in 
» type 5, amebic; type 6, atonic colon; type 7, Minnesota, but on coming to Kansas City, had r 
e virus; type 8, allergic; and type 9, shigella. We such exacerbations of her colitis that she required © 
f are concerned here with types 2 and 3. The hospitalization. , 
others are relatively easy to rule out. In 1949 Mahoney et alii* made studies of 

er chronic ulcerative colitis of 20 patients, and found é 


*Read in Section on Proctology, Southern Medical Association, that every one had definitely neurotic traits. 
oa De Annual Meeting, St. Louis, Missouri, November None of the personality traits found were spe- 
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cific for the disease, yet they felt that the under- 
standing of these traits was useful in therapy. 


Treatment.—lIt is well to begin treatment with 
the patient in the hospital; otherwise it is dif- 
ficult to evaluate his condition and have his 
cooperation. Ulcerative colitis patients, for the 
most part, are sensitive, easily discouraged and 
jump from one physician to another. By keeping 
them in bed their physical and moral tone can 
be built up around pleasant surroundings with- 
out social, business, and home responsibilities. 
Anemia should be corrected by transfusions of 
250 to 500 cc. of whole blood every other day 
until the hemoglobin and blood proteins are 
normal. 


At all times care must be taken that these 
patients do not take cold since recurrence is 
easily brought about by respiratory infections. 
It is believed that mucous membranes operating 
through the sympathetics in which one area is 
inflamed cause a congestive reaction to take place 
in the others. In a person with an acute cold in 
the head the intestinal mucosa will be congested. 

Diet should consist of high protein, low car- 
bohydrate and low residue. Milk, eggs and wheat 
cause about 90 per cent of the food allergies, 
but these can be checked and eliminated. Eggs 
and wheat are allowed as soon as possible. Mul- 
tiple vitamins are allowed in moderate amounts. 

Sulfonamides, penicillin, streptomycin, chloro- 
mycetin, aureomycin and terramycin may be of 
some help but are not the answer to the problem 
of chronic ulcerative colitis. 


There has been talk recently of vagotomies for 
chronic ulcerative colitis and drugs (banthine,® 
methanthaline bromide) have been introduced for 
the same purpose. Grace, Holman, Wolf and 
Wolff! reported in 1949 that there was no evi- 
dence that vagotomy altered the behavior of the 
colon or protected it from exacerbations, and 
that chronic ulcerative colitis was still the grave 
and baffling disease that it was 20 years ago. 


Antihistamines.—In 1949 Schoss® reported on 
the use of theforin® (phenindamine) in the symp- 
tomatic treatment of gastrointestinal food al- 
lergy in 41 patients. Complete relief was ob- 
tained in 79 per cent of the cases having diarrhea. 
As in the employment of antihistamines for other 
forms of allergy such therapy was symptomatic 
and not curative. 

Also in 1949 Sullivan,’ of the Ochsner Clinic 
in New Orleans, reported on the use of dibena- 
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mine,® (N, N-Dibenzyl-B-chloroethylamine Hcl) 
a drug possessing definite antihistaminic action, 
administered to 22 ambulatory patients. Im- 
provement in some of these was dramatic. Since 
dibenamine® was quite toxic, his conclusion was 
that if a drug related to this antihistamine that 
was less toxic could be found, it would un- 
doubtedly have great therapeutic possibilities in 
the field of gastroenterology. 


I believe we have this drug in dramamine® 
(dimenhydrinate), the preparation recommended 
for seasickness. It is an antihistamine, and is 
comparatively nontoxic. It is for symptomatic 
treatment and is not a cure. There has been dra- 
matic improvement in the cases in which it has 
been used. The frequency of stools has been 
reduced, and they are more formed. Tenesmus is 
relieved, and patients who have had to get up 
three or four times at night, by taking a dose 
before going to bed frequently go through the 
night undisturbed. The dose given is one tablet 
before meals and at bedtime. I believe this drug 
has possibilities and I should like to see more 
experimental work done with it. 


Case 1, Fig. 1—A 54-year-old woman came in July 
27, 1949 complaining of prolapsing bleeding hemorrhoids, 
and a constant diarrhea which she had had for twelve 
years. The diarrhea had followed a severe case of 
measles. In 1944 she had gone to a general surgeon for 
hemorrhoidectomy. He refused to operate upon her for 
hemorrhoids but advised a colectomy instead. She re- 
fused colectomy but was sent to the hospital and treated 
for ulcerative colitis during which time she was put on 
a diet, given sulfonamides and transfusions. X-ray of 
the colon at that time (1944) revealed “ulcerative colitis 
of marked degree and of long standing.” After eight 
weeks she was discharged but without much improve- 
ment. She continued to run a low grade fever and have 
10 to 15 stools a day and painful prolapsing hemorrhoids 
until July 29, 1949 when she was admitted to the hos- 
pital for hemorrhoidectomy. On admission her tempera- 
ture was 99.8°, red blood count 3,000,000, white blood 
count 16,500 and hemoglobin 44 per cent. After two 
weeks preparation with rest in bed, transfusions, diet and 
sulfonamides, her stools were down to three a day, and 
she was considered a fair risk for surgery. On August 12, 
1949 a hemorrhoidectomy was done and the expected 
happened. She had a flare-up of her diarrhea within 24 
hours. She did not respond to sulfonamides, penicillin, 
chloromycetin, aureomycin, streptomycin, hypodermics 
of morphine and three transfusions. For eleven days she 
continued to lose ground. She was having 15 to 19 
stools daily and her abdomen was becoming distended. 
The patient was put on benadryl® for three days with 
no response. Then she was put on 100 mg. of dram- 
amine® before meals and at bedtime. Within 24 hours 
following the first dose of dramamine® the patient was 
a new person. She no longer required hypodermics, her 
abdomen was flat and her stools were reduced to three 
a day. She continued to improve and was discharged 
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Fig. 1, Case 1 


Barium enema study in 1944 when the patient was forty-eight years old, demonstrating a distortion of the mucosal pattern, and 
a narrowed colon devoid of haustral markings. The patient was advised to have a colectomy at that time which she refused. 
Now a controlled case for one year. 


from the hospital September 5, 1949. When re-checked 
September 1950, one year later, she was having 1-2 
formed stools a day. In the year that she has taken 
dramamine® she has had no toxic effects, and her colitis 
has been controlled. 


Case 2, Fig. 2A 12-year-old boy, perfectionist type, 
came in September 14, 1949 with a constant type of 
diarrhea, (10-12 stools daily) which had its onset at the 
age of nine. In 1947 he was hospitalized and put on a 
diet and sulfathaladine. This gave him temporary im- 
provement, but he was soon back to ten stools < Jay 
and having to get up once or twice at night. He was 
hospitalized October 27, 1949. His red blood count was 
3,550,000, white blood count 9,100 and hemoglobin 68 
per cent, temperature 99°. X-ray revealed chronic ul- 
cerative colitis involving the entire colon with the caliber 
reduced at least 50 per cent. Proctoscopic examination 
under anesthesia verified the diagnosis. He was immedi- 
ately put on a high protein, low residue diet, and 
dramamine® 100 mg. three times daily before meals. 
Within two days his stools were reduced to two daily, 
his temperature returned to normal and he was dis- 
charged from the hospital November 3, 1949 greatly 
improved. He was able to return to school and resume 
normal activities for the remainder of the year. Re- 
checked September 1950, the patient was having 1-2 
stools daily, attending high school, and maintaining a 
part-time job. 


Case 3, Fig. 3—A se college girl, an only 
child, was admitted to the hospital August 18, 1950 com- 
plaining of tenesmus and almost constant urge to go to 
stool, and when she did she sat on the toilet at long 
intervals without feeling as though evacuation was com- 


: = eae Barium enema film, in the case of a boy, twelve years of age, 
plete. The number of stools was 8-10 daily with two to demonstrating “lead pipe” colon. Under control for one year. 


Fig. 2, Case 2 
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Fig. 3, Case 3 


Ulcerative colitis of eleven years duration in a twenty-two-year-old girl. This barium enema study demonstrates strictures in the 
ascending and descending colon with polypoid change and consid-rable narrowing of the entire colon. 


four of these being at night. Onset of diarrhea was eleven 
years ago, when she was eleven years old. Her doctor 
diagnosed her condition as intestinal “flu,” from which 
to this date she has not recovered. She spent 3 months 
in the hospital in 1939 in her home town and was 5 
weeks at the Mayo Clinic in 1942. She was hospitalized 
for a short time in 1949 for a transfusion. The patient 
has had little medical care in the last two years because 
she was “disgusted with doctors.” Although she had the 
constant type of diarrhea, head colds and dietary indis- 
cretions caused exacerbations. Her family history was 
negative except that her grandmother had the same dis- 
ease. Her hemoglobin on admission was 74 per cent, red 
blood count 3,780,000 and white blood count 6,700. 
Stools were negative for parasites. X-ray August 21, 
1950, revealed extensive ulcerative colitis with narrowing 
of the ascending colon and the rectum; also pseudopolyps 
of the colon. The patient’s weight was 110 pounds and 
she measured 5 feet 4 inches in height. She was put on 
dramamine,® aureomycin, terramycin, and banthine.® 
Dramamine® was the only drug to which she responded, 
and this was within 24 hours. Her response was: stools 
reduced to 3-4 daily with no disturbances at night, no 
enesmus or urge to stool and stools were more formed. 
After two weeks hospitalization she was sent home with 
her colitis under control and her morale much improved. 


SUMMARY 


(1) The present concept of chronic ulcerative 
colitis is that it is primarily a medical disease of 
unknown etiology. 


(2) It is a young person’s disease (average age 
28 years). 

(3) Several factors play a part such as infec- 
tion, toxicity, allergy, nutrition, neurogenic and 
other unknown phenomena. 


(4) Medical management is a control and not 
a cure. 

(5) Management should be directed toward 
keeping the patient comfortable. The best results 
have been obtained by high protein, low residue 
diet, correcting anemia and low blood protein (by 
transfusions when indicated) and the use of a 
nontoxic antihistamine called dramamine.® 
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DISCUSSION (Abstract) 


Dr. Julius E. Linn, Birmingham, Ala—There are so 
many types and stages of chronic ulcerative colitis that 
close team work.is necessary between the medical diag- 
nostician, the proctologist and the roentgenologist. Many 
of us use such synonymous terms as idiopathic, non- 
specific, and thrombo-ulcerative colitis. Palmer and his 
group of co-workers in Chicago point out that 95 per 
cent of cases of thrombo-ulcerative colitis have charac- 
teristic changes in the rectum and sigmoid. The most 
pathognomonic sign of the disease may be demonstrated 
through the proctoscope by direct visualization of dif- 
fuse pin-point granular oozing areas with edema and 
general hyperemia of the mucosa. It is important to 
know the stage of the disease before treatment is insti- 
tuted: whether acute or chronic, active or quiescent, and 
whether pseudo-polyps have formed. Different authors 
say that from 2 to 10 per cent of chronic ulcerative 
colitis cases develop cancer. This should keep us on the 
alert continuously. 


A consideration of the cause of chronic ulcerative 
colitis usually involves the allergic approach along with 
the several other generally recognized possibilities, 
namely, infections, psychosomatic disturbances, dietary, 
and so on. Dramamine,® a mild antihistamine known for 
its action in seasickness, was chosen by the author be- 
cause of the stimulating work of Schoss and Sullivan. 
The latter reported encouraging results from antihista- 
mines in allergic manifestations of the gastrointestinal 
tract. Dr. Wilson’s approach is certainly rational for 
those whose cause or aggravator is allergy. It should be 
repeated that the investigator refers to his results as 
symptomatic relief and not as permanent cure. An at- 
tempt to remove the offending substance from the diet 
should be undertaken. We have not used dramamine® 
in ulcerative colitis. The usual antihistamines have been 
used in the treatment of gastrointestinal allergy with 
encouraging results in some cases. 

Regarding the modern concept of therapy in chronic 
ulcerative colitis, the following should be mentioned: 

(1) Lysozyme and anti-lysozyme therapy. As the 
majority of cases of idiopathic chronic ulcerative colitis 
start in the rectum and and spread upward, rectal in- 
stillations of 1 to 3 ounces 6 to 8 times a day in acute 
cases may be beneficial. 


(2) Unrecognized, chronic protein deficiency may be 
an important factor in producing relapse. 

(3) Vagotomy has given equivocal and not too en- 
couraging results. 

(4) Banthine.® 


(5) Results with cortisone have been encouraging, but 
require further evaluation. 

(6) Salycyl-azosulfapyridine is a new preparation re- 
ported upon in Medical Clinics of North America, by 
Dr. Bargen. It is a combination of salicylates and sul- 
fanilamide which is reported to be a valuable therapeutic 
agent in chronic ulcerative colitis. 

The time proven standard measures must still be in- 
cluded: dietary measures with supplementary vitamins, 
blood transfusions when indicated, physical moderation 
and attempts to adjust an unstable emotional condition. 


Dr. Wilson (closing) —I feel that we have something 
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in dramamine® that is far superior to any treatment 
advanced up to this time. The results are quick (within 
24 to 48 hours) and the drug is nontoxic therefore it 
can be taken over a long period of time with safety. 
After using dramamine® for a year I am highly pleased 
with the results. 


BANTHINE® IN PEPTIC ULCER AND 
CHRONIC ULCERATIVE COLITIS* 


CLINICAL AND EXPERIMENTAL OBSERVATIONS 


By Kemp PLumMmer, M.D., 
James O. Burke, M.D., 
and 


Joun P. WittiaMs, M.D. 
Richmond, Virginia 


A recently introduced anticholinergic drug, 
banthine,®' a quaternary amine, (B-diethylamino- 
ethyl xanthene-9-carboxylate methobromide) has 
shown considerable selectivity in blocking ex- 
citatory autonomic impulses to the gastro- 
intestinal tract.'*'!? 15 In therapeutic doses the 
sites of block are the postganglionic nerve ending, 
and to.a lesser degree both the parasympathetic 
and sympathetic autonomic ganglia.! 

Selectivity for the entire alimentary tract and 
the favorable reports on its use in duodenal ulcer 
by Longino, Grimson alii? + prompted us to 
attempt a further evaluation of its action in peptic 
ulcer. However, no reports were available con- 
cerning its use in disease of the lower gastro- 
intestinal tract, so that it also seemed pertinent 
to investigate any value that banthine® might 
have in chronic non-specific ulcerative colitis, 
mainly because of the effect upon motility. 


Materials —The subjects studied are divided 
into three groups: (1) duodenal ulcer, 41 pa- 
tients, who are further subdivided into 30 simple 
and 11 complicated cases; (2) benign gastric 
ulcer, 4 patients; (3) the colitis group, composed 
of 5 with chronic non-specific ulcerative colitis, 
1 with acute fulminating non-specific colitis and 
1 with regional ileocolitis. 


*Read in Section on Gastroenterology, Southern Medical As- 
sociation, Forty-Fourth Annual Meeting, St. Louis, Missouri, 
November 13-16, 1950. 

*From the Medical Service, McGuire Veterans Administration 
Hospital, and the Department of Medicine, Medical College of 
Virginia, Richmond, Virginia. 

*Sponsored by the Veterans Administration and published with 
the approval of the Chief Medical Director. The statements and 
conclusions published by the authors are a result of their own study 
and do not necessarily reflect the opinion or policy of the Veterans 
Administration. 

+The banthine® for this study was kindly furnished by the 
Research Department of G. D. Searle & Company, Chicago. 
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METHODS AND RESULTS 


(1) Duodenal Ulcer and Gastric Ulcer—All 
subjects were hospitalized but ambulatory unless 
complications contraindicated. Feeding was lim- 
ited to a 3-meal bland or regular diet except in 
an occasional case of pyloric obstruction. Ban- 
thine® dosage was 100 mg. every 6 hours with 
the night dose at midnight. Two received 150 
mg. at the same intervals and one 200 mg. 

For the purpose of clinical comparison, a large 
number of patients previously treated with the 
conventional Sippy regimen served as controls. 
Observations in the banthine® treated subjects 
included the degree of pain, time elapsing before 
disappearance of pain, and recurrence of the pain, 
if any. 

The diagnosis in each case had been established 
by x-ray. In a small number, other x-ray studies 
were done while in the hospital, with attention 
directed to tone, peristalsis, retention and change 
in appearance of the ulcer crater. All had barium 
studies after 3 weeks’ therapy. 

Laboratory tests consisted of an initial frac- 
tional gastric analysis with an alcohol test meal 
and histamine, if indicated. Free and combined 
hydrochloric acid were titrated with 0.05N sodium 
hydroxide using Topfer’s reagent and phenolph- 
thalein as indicators. The gastric secretory re- 
sponse to insulin hypoglycemia was determined 
in 9 subjects before and during banthine® 
therapy, the drug being given orally 2 hours 
prior to the test in the latter instance. The type 
of response was noted by the volume and the 
concentration of free and combined acid and 
dissolved mucoprotein after the injection of 20 
U. regular insulin intravenously. Mucoprotein 
was determined by the tyrosine colorimetric 
method of Glass.5 All insulin tests fulfilled the 
criteria for validity as defined by Hollander.® 
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After discharge from the hospital, a main- 
tenance dosage schedule of 50 to 100 mg. every 
6 hours was continued. Follow-up studies were 
made as outpatients at 2-month intervals. 


Clinical Results —Table 1 shows the condensed 
clinical data on simple and complicated duodenal 
ulcer cases. In the first category it is apparent 
that the majority, 28 (94 per cent), obtained 
rapid and practically complete relief from pain, 
often 24 to 48 hours after beginning treatment. 
There were no recurrent symptoms of conse- 
quence during the initial hospital period. Two 
received no appreciable relief after 1 week’s 
therapy and banthine® was discontinued. 

By contrast, 11 subjects with complications 
tended to respond less promptly to banthine.® 
Those with intractable pain, unresponsive to strict 
dietary measures but without other demonstrable 
complications, seemed to do best. In group B, 
8 obtained a complete symptomatic remission. 
Three in the complicated group did not respond 
or shortly relapsed; all of these had de- 
grees of pyloric obstruction. 

In summary, of 30 simple and 11 ieiniaiad 
duodenal ulcer patients, only 5 failed to achieve 
a satisfactory response to the drug. Three of 
these had pyloric obstruction as a complication. 

Periodic weekly x-ray studies of patients on 
banthine® revealed findings reported by other 
observers, namely: diminished tone, motility and 
retained secretions. In those with a definite ulcer 
crater, only 3 had not healed by x-ray in 3 weeks. 

All cases had normal to moderately increased 
free hydrochloric acid, which was not appre- 
ciably altered when repeated while on banthine.® 


The gastric ulcer cases obtained a similar 
symptomatic response but 2 were subjected to 
operation because of failure to heal in 4 weeks. 
although the ulcer craters were smaller in size. 


EARLY CLINICAL EFFECTS OF BANTHINE® IN DUODENAL ULCER 


Avg. 


Group years). No. Moderate Severe No Relapse 
(A) Simple —... 5.9 , 30 22 8 22 6 2 0 
(B) *Complicated 6.4 11 3 8 4 5 2 1 

41 25 16 28 11 1 


*Intractable pain, 5 cases. 
Pyloric obstruction, 5 cases. 
Hemorrhage, 1 case. 


Table 1 
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GASTRIC SECRETORY RESPONSE OF 9 CASES TO INSULIN HYPOGLYCEMIA IN THE CONTROL TEST AND AFTER 


VARYING DOSES 


OF BANTHINE® 


Case 


w 


Test 
(C—Control 
B—Banthine® 


Cc c B 


150 mg. 


Cc B 


150 mg. 


Cc 
150 mg. 


B 
200 mg. 


Cc B 


200 mg. 


Cc B 


300 mg. 


Cc B 


300 mg. 


Cc B 


300 mg. 


*Base 
Concentration 57.6 67.1 41.4 26.0 0.0 0.0 16.7 
mEq. 


0.0 22.8 168 8.7 83.4 14.9 66.7 6.6 12.7 


Maximum 
Concentration 
mEq./L. 


116.7 117.6 109.5 124.6 74.8 80.3 101.0 110.2 


74.5 71.8 124.3 118.4 104.0 86.3 100.9 118.4 116.2 99.5 


Per Cent 
Difference in 
Maximum 
Concentration 


Free HCl 


per cent 
+0.8 


per cent per cent 
14 +7 


per cent 
10 


per cent per cent per cent per cent per cent 


Rise from Base 


mEq./L. 59.1 50.5 68.1 98.6 74.8 80.3 84.3 


110.2 51.7 55.0 115.6 35.0 89.1 19.6 94.3 105.7 79.9 28.8 


*Base 
Concentration 
mg./100 cc. 


18 10 73.3 49.7 00 18 91.5 


2.0 39.8 00 8.0 47.7 0.01261 95 O04 86.1 0.0 


Maximum 
Concentration 
mg./100 cc. 


109.0 111.0 188.0 218.5 224.0 111.0 193.0 111.0 165.5 


0.0 161.0 116.0 218.5 0.0 160.0 114.5 317.5 95.0 


Per Cent 
Difference 

in Maximum 
Concentration 


Mucoprotein 


per cent per cent per cent 
+2 +16 


per cent 
—42 


per cent 


per cent per cent per cent per cent 
—100 —28 —100 —29 


Rise from Base 
mg./100 cc. 


107.2 110.0 111.7 168.0 224.0 109.2 101.5 109.0 125.7 


0.0 153.0 68.3 218.5 0.0 150.5 114.1 231.4 95.0 


Plus and minus signs refer to per cent increase and per cent decrease in the banthine® test. 


*Average of 3 specimens aspirated at 10 min. intervals prior to 


injection of regular insulin 20 U. intravenous. 


Table 2 


Experimental Results —Tables 2 and 3 re- 
veal the gastric secretory response to insulin 
hypoglycemia in 9 control tests and 9 tests dur- 
ing banthine® therapy in 9 individuals. Ban- 
thine® dosage was 150 mg. in 3, 200 mg. in 2 
and 300 mg. in 4 cases. A positive acid response 
was evoked in all tests as reflected by a rise in 
free acid of at least 20 mEq. above the base con- 
centration during hypoglycemia. There was no 
significant reduction of acid response in the ban- 
thine® tests. 

All control tests showed a positive mucoprotein 
response!° but there was a diminished response in 
5 banthine® tests and a completely negative 
mucoprotein response in Case 5 (200 mg.) and 
Case 7 (300 mg.). Figs. 1 and 2 show the aver- 
age curves for free hydrochloric acid and muco- 
protein in the 6 control and the 6 banthine® 
tests with 200 and 300 mg. (also see Table 3). 


(2) Ulcerative Colitis—Observations in this 
group consisted of an initial barium enema ex- 
amination, change in the degree of abdominal 
pain, the frequency and character of the stools, 
and a weekly proctoscopic examination (Table 4). 


MEAN VALUES FOR HYDROCHLORIC ACID AND 
MUCOPROTEIN IN 6 CONTROL AND 6 BANTHINE® 
TESTS WITH 200-300 MG. DOSE 


Control Banthine® 
Maximum concentration of 
free .102.4+16.55 100.8+15.54 
Maximum concentration of 
mucoprotein -..192.9+54.8 72.8+42.0 
Table 3 


Four of five patients with chronic non-specific 
ulcerative colitis appeared to obtain relief from 
abdominal cramps on a relatively high dosage 
(150-200 mg.) which had formerly been resistant 
to other drugs except narcotics. The character 
and frequency of the stools were essentially un- 
affected in three. A fourth had a gradual but 
definite decrease in number and an increase in 
consistency of the stool over a 2-week period. A 
patient on two occasions developed paralytic ileus 
necessitating temporary withdrawal of the drug 
or decrease in dosage. A sixth patient with severe 
acute fulminating ulcerative colitis received no 
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benefit. A seventh with regional ileocolitis de- 
rived some relief from abdominal cramps but the 
drug did not influence his diarrhea. In none of 
the first six patients mentioned was there any 
change in the proctoscopic appearance of the 
rectal mucosa. The seventh had a normal rectum. 
In contrast to the ulcer cases, most of those with 
colitis, who were on a higher dosage, complained 
more frequently of disagreeable side effects. 
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DISCUSSION OF RESULTS 


The clinical results seem to indicate that ban- 
thine® is of value in the therapy of active peptic 
ulcer. The most prominent effect is the rapid 
disappearance of pain in uncomplicated ulcer, 
also noted by numerous other observers. The 
relief of pain compares favorably with that ob- 
tained from a standard Sippy regimen. The 


RESPONSE TO BANTHINE® IN ULCERATIVE COLITIS 


Case Dose Diagnosis Relief of Pain Stools Proctoscopic Remarks 
Marked decrease 
1 150 C.U.C 0 in 2 weeks No change 
2 200 CB. +++ No change No change 
3 200 Ces. hope No change No change 
Tleus. dose reduced 
4 100-150 C.U.c. +p No change No change then discontinued 
5 100-150 C.U.C. ceo No. change No change 
Fulminating non-sp. 
6 200 ulcerative colitis ? No change No change 
7 150 Regional ileocolitis aoe ? Slight decrease Normal Effect not sustained 
0 No relief. 
++ Moderate. Dosage in mg. every 6 hours. 
+++ Marked. 
Table 4 
niq./ L. 
100 7 
80 « 
60 
Lo 4 
minutes -20 0 20 Lo 60 80 100 120 


Control tests. 


Banthine® tests. 


Fig. 1 
Average curves for free hydrochloric acid response to insulin hypoglycemia of six subjects in control tests and tests with 


banthine® 200-300 mg. 
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physiologic mechanism of pain relief is obscure, 
but it has been shown to occur also with tetra- 
ethyl-ammonium, a related drug with anticho- 
lingeric effect. 9 

Pharmacologic ganglionic blockade does not in- 
terrupt visceral pain impulses* as would be ex- 
pected since visceral afferent pain fibers do not 
synapse in the paravertebral sympathetic ganglia. 

The pH of the gastric juice is only slightly 
affected, and seems to be a minor factor. The 
more pronounced diminution of motility and 
volume of secretion probably play a larger role. 
Banthine® appears to be clinically superior to 
atropine and is pharmacologically superior in in- 
hibiting motility,’ which also suggests that pain 
relief may be largely on that basis. Moreover, 
the mere slowing of gastric emptying would tend 
secondarily to promote a food buffering effect 
upon gastric acid. 

It is reasonable to expect a less prompt or in- 
complete remission of symptoms in those with 
complicated duodenal ulcer, especially if me- 
chanical factors such as obstruction intervene. 
The response of some patients with partial ob- 
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struction is none the less noteworthy. In a total 
of 5 obstructed patients, 3 did well as far as 
immediate results are concerned. One relapsed 
and whether the others will have a reasonably 
good remission remains to be determined. It is 
probable that they would have responded like- 
wise to the usual medical regimen. 


Other observers have noted a transient increase 
in the degree of obstruction in some cases, which 
responds to gastric aspiration without discon- 
tinuance of the drug. This is attributed to local 
edema, spasm and the drug effect of reducing 
peristalsis and tone. One of our cases developed 
this phenomenon but it resolved without the 
necessity for intermittent aspiration. Two of 
the failures in obstructed cases were in some 
measure influenced by pyloric scarring and 
fibrosis. 


Experiences with the colitis patients suggests 
that banthine® may be useful in controlling ab- 
dominal cramps since it appeared to exert more 
effect than any antispasmodic we had used here- 
tofore. However, high dosage seems to be re- 
quired for the desired action and sometimes dis- 


MG. /100ce.| 
200 « 
lo 
N 
wo | 5 
2 
8 4 
w 
MINUTES -20 ie) 20 ho 60 60 100 120 
Control tests. -~++-—-- Banthine® tests. 
Fig. 2 


Average curves for gastric mucoprotein response to insulin hypoglycemia of six subjects in control tests and tests with 


banthine® 200-300 mg. 
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agreeable side effects may counterbalance the re- 
lief obtained. There is no reason to believe that 
it exerts any influence upon the course of ulcera- 
tive colitis or causes any alteration in the bowel 
lesions. 

Failure to influence the diarrhea is not un- 
expected since it is largely dependent upon a 
diseased mucosa and non-absorption of fluid 
rather than upon hypermotility. 


Experimental Results——During the first stage 
of this study, we noted no reduction in the 
hypoglycemic response of gastric acid with doses 
of 100 mg. of banthine® and therefore wondered 
if the use of larger doses and determination of 
dissolved mucoprotein would prove helpful as an 
index to the degree of cholinergic blockade. Re- 
cent work of Glass has shown mucoprotein to be 
a product of the body and fundal glands, directly 
under vagal control and responsive to insulin 
stimulation,” 75 and estimation of both free hy- 
drochloric acid and mucoprotein has been sug- 
gested as an aid to the interpretation of the 
Hollander test.!° 


In view of Winkelstein’s demonstration of 
marked uniformity in response of the same in- 
dividual to repeated tests,?! the results of our 
insulin tests would indicate that the acid re- 
sponse to vagal stimulation is not effectively 
blocked either by therapeutic oral doses or by 
doses up to 300 mg. This is in agreement with 
other workers who have used therapeutic doses.!! 
However, our studies indicate a block of the 
mucoprotein fraction with doses of 200 and 300 
mg., and is clearly shown by the reduction of the 
mucoprotein component of gastric secretion in 5 
cases and a totally negative response in 2. Only 
1 of the reduced responses occurred at the 150 
mg. level. 

Because the acid response to hypoglycemia is 
not appreciably altered the following explanation 
is suggested. The concept of the mechanism of 
hydrochloric secretion has been altered by recent 
evidence tending to indicate that not only is a 
direct vagal action operative but also that acetyl- 
choline may be largely effective through the 
mediation of a humoral substance such as gastrin 
or histamine from the pyloric area.!°!+?0 If 
correct, it may explain the banthine®-induced 
block of mucoprotein but not of acid, since it is 
apparent that only a partial block occurs and that 
some cholinergic stimulus is released. This could 
be insufficient for a normal mucoprotein response, 
but nevertheless capable of activating a pyloric 
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hormone, thereby causing a normal acid response 
to vagal stimulation. 

The data derived from our control insulin 
tests correspond to that of other workers) !° !5 
and indicate an early peak response of muco- 
protein in 40 to 60 minutes with a later peak 
for free hydrochloric acid. This time relationship 
of maximum secretory activity for these two 
products supports the concept of a single vagal 
factor for mucoprotein secretion and a dual 
mechanism for acid secretion.'* 


COMMENT 


Obviously no far-reaching conclusions can be 
drawn from this group of ulcer patients observed 
over a short period. The chief pitfalls would be 
the notorious tendency for spontaneous remission 
regardless of the type of therapy, and variations 
in the stress factor of ulcer pathogenesis. In a 
large measure the latter cannot be controlled by 
the physician and probably alters the pharma- 
cologic efficacy of banthine® at any given time 
depending upon its magnitude.” 

It is apparent that there is no substitute for 
intelligent total medical management. Ban- 
thine’s® effect in therapeutic doses cannot be re- 
garded as approaching that of a “medical vag- 
otomy,” but cholinergic inhibition is apparently 
responsible for the clinical results, and if the con- 
cept of vagotonia is valid, it seems to be the- 
oretically indicated. Although not employed in 
this study, a combination with other measures 
such as diet and psychotherapy should enhance 
the probability for favorable ultimate results. 
This represents no fundamental change in 
therapy, only the substitution of a new drug 
which thus far seems superior to others for the 
ulcer patient. 

We have had the opportunity of following only 
10 patients for a period of 3 to 9 months and of 
these, 9 have remained in remission on main- 
tenance therapy. Only a long-term study will 
indicate whether the recurrence rate will be 
lowered by employing such a drug on a main- 
tenance basis. 


SUMMARY AND CONCLUSIONS 


(1) Clinical observations are presented on the 
effect of banthine® upon 41 patients with active 
duodenal ulcer, 4 with benign gastric ulcer, 6 
with non-specific ulcerative colitis and 1 with re- 
gional ileocolitis. 


(2) Twenty-eight of 30 with simple duodenal 
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ulcer received sustained symptomatic relief with- 
in 24-48 hours after onset of therapy, which in- 
cluded no added dietary or medicinal measures. 
The response of intractable duodenal ulcer and 
obstructing lesions was less rapid and complete 
but adequate remissions resulted in 8 of 11. 


(3) For symptomatic relief, banthine® seems 
as effective as orthodox therapy in 4 cases of 
benign gastric ulcer. 


(4) Banthine® seems to be of value in the 
control of abdominal cramps in chronic ulcera- 
tive colitis, but no effect was noted on the 
diarrhea or bowel lesions. 


(5) The pharmacologic effects in duodenal 
ulcer patients are similar to those previously re- 
ported by others. Also our studies indicate that 
doses up to 300 mg. are insufficient to block the 
gastric acid response to hypoglycemia. However, 
the insulin tests with banthine® doses above 200 
mg. indicate a partial to complete block of the 
mucoprotein fraction of gastric secretion. A ten- 
tative explanation is suggested for the apparent 
dissociation of block with respect to acid and 
mucoprotein. 


(6) From this study the drug apparently offers 
romise toward inducing a remission of symp- 
ams and promoting healing of active uncompli- 
cated duodenal ulcer, but conclusions as to the 

prevention of recurrence by maintenance therapy 
must await long-term observations. 


(7) It is stressed that when banthine® is used, 
it should be considered as a valuable adjunct to 
intelligent medical management. 
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BANTHINE® IN THE TREATMENT 
OF DUODENAL ULCER* 


By Epcar J. Porn, Pu.D., M.D. 
and 
STANLEY M. Fromm, M.D. 
Galveston, Texas 


The work of Dragstedt and his co-workers 
which resulted in reviving the operation of 
vagotomy for the treatment of peptic ulcer has 
re-emmphasized the neurogenic phase of gastric 
activity to the entire ulcer problem and has di- 
rected the attention of numerous workers towards 
its further solution. The promising results which 
surgical interruption of the vagus nerve has given 
in the treatment of peptic ulcer has encouraged 
numerous investigators to try to find some para- 
sympatholytic drug which would interrupt the 


*Read in Section on Gastroenterolo; 
Annual Meeting, 

*From the Surgical Research Laboratory and Department of 
7 of the University of Texas Medical eng Galveston, 


*The banthine® used in this study was furnished by G. D. 
Searle & Company through the courtesy ye Dr. Winters. 
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impulses through the vagus by nonsurgical 
means. A satisfactory drug of this sort would 
require that it have a special predilection for the 
secretory fibers of the vagus so as to eliminate, 
to a large degree, the side reaction of the 
atropine-like compounds. The quaternary am- 
monium compounds have been one such group 
of substances which have offered some promise. 


Banthine,® beta-diethylaminoethyl xanthene- 
9-carboxylate methobromide,' is such a possible 
drug and has been studied particularly by 
Grimson and his co-workers.? 4 


We undertook the use of this compound not 
only for the treatment of patients but also for 
the experimental study of the effect of this drug 
on the secretory mechanism as it could be ob- 
served in total stomach pouch dogs which were 
prepared following essentially the description of 
Dragstedt and his co-workers. 


Grimson and his co-workers have observed 
that there is an increase in the time required 
for the stomach to empty following the admin- 
istration of banthine® in full therapeutic doses. 
Furthermore, they observed that there is a de- 
crease in the gastric secretion. Also their studies 
would indicate that there is improvement in the 
rate of healing of active duodenal ulcers. 

Our study is divided in the following manner. 
Patients under study include only proved cases 
of duodenal ulcers. No patients with gastric 
ulcers were submitted to this form of therapy. 
Once it was proved that the patient had a duo- 
denal ulcer by x-ray evidence either of a de- 
formity of the duodenum or the presence of an 
actual ulcer crater, a gastric analysis was per- 
formed to determine the effect of hypoglycemia 
on secretion. Glucose tolerance was then deter- 
mined. The patient was placed on banthine® in 
full therapeutic doses. Routinely, adult patients 
received 100 milligrams of banthine® on a 4-hour 
schedule day and night. Ordinarily, this dosage 
was sufficient to give the patient definite side 
effects such as dryness of the mouth. Not in- 
frequently, patients would develop urinary re- 
tention because of the inability to empty the 
bladder. This complication is especially encoun- 
tered in the older age men. Patients were placed 
on a bland diet. They were not ordinarily placed 
on any more special diet and did not receive 
frequent feedings unless the patient was in an 
acute exacerbation of the disease. The dosage 
level was then adjusted until the patient had 
marked dryness of the mouth. This symptom 
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was utilized as the best criterion to determine 
the sensitivity of the patient to this parasym- 
patholytic drug. After maintaining the patient 
on his adjusted dose of banthine® for 3 days, 
by which time the dryness of the mouth is much 
lessened, the gastric analysis and the sugar tul- 
erance were repeated. As was to be expected, 
the sugar tolerance was unaltered. The hypo- 
glycemic stimulation of the dorsal nucleus by 
insulin administration resulted in a lessened 
secretory activity of the stomach in the majority 
of cases. 


Our most striking beneficial results were ob- 
tained in those patients who had a great deal of 
pain. Every effort was made to minimize as 
much as possible any psychic effect. It was the 
rule rather than the exception to observe that a 
patient who was having very severe pain re- 
quiring frequent feedings and antacids would be 
completely free of pain within an hour after re- 
ceiving the first dose of 100 milligrams of 
banthine.® And, although the patient was placed 
on a bland diet of three feedings daily, the pain 
did not return so long as the patient received 
banthine.® The response was so rapid, it seems 
necessary to assume that more than one factor 
is acting. Probably the decreased peristalsis of 
the stomach is very important. Decreased mus- 
cular activity lowers the blood supply. Since the 
secretory activity is directly proportional to the 
blood flow, the acid-pepsin secretion will be 
lessened by decreased muscular activity of the 
stomach. Thus the decreased secretory activity 
resulted from blocking of the impulses through 
the vagus together with a lessened blood flow 
to the secretory glands of the stomach. It was 
observed, however, that the patient did not ex- 
perience such dramatic relief when the pain was 
due to a perforating ulcer. In fact, these cases 
usually did not show any improvement for some 
time and here it was felt that relief was coin- 
cident with healing. 


EXPERIMENTAL OBSERVATIONS ON TOTAL GASTRIC 
POUCH DOGS 


Total gastric pouches were prepared in dogs. 
The gastric pouch in these animals included the 
entire stomach, the duodenum being anastomosed 
directly to the esophagus. The prepyloric region 
of the stomach was included in the gastric pouch, 
thereby eliminating the effect of the direct stimu- 
lation from food through the mechanism of gas- 
trin secretion as demonstrated by the studies of 
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Dragstedt, Woodward, et alii. The hypoglycemic 
response was preserved proving that the vagi 
were intact. The gastric response to hypogly- 
cemic stimulation was essentially the same in 
these animals before and after the administration 
of banthine.® However, the gastric secretion 
during the resting phase only showed a definite 
decrease. The decrease of gastric secretion dur- 
ing the resting phase, of course, is the important 
period for suppression of the acid-pepsin factor. 
The variation here is quite subtle but, of course, 
is important and again it does not appear that 
it alone would be sufficient to account for the 
rather dramatic and abrupt disappearance of 
pain. Species difference exists between dog and 
man with man being the more sensitive to the 
parasympatholytic drug. 


CLINICAL APPLICATION 


Thirty-seven patients with proved duodenal 
ulcer have been treated with banthine.® Therapy 
is begun by giving 100 mg. of the drug every 
four hours for 7 to 14 days. This period of 
treatment is sufficient to indicate whether or 
not a favorable response is to occur. When the 
therapy is successful, the patient will be taking 
a full bland diet with few restrictions, and the 
dosage of drug can be reduced to 100 mg. at 
6-hour intervals or 50 mg. on a 4-hour schedule. 
Usually another 14 days of treatment on this 
reduced dosage schedule will continue to main- 
tain the patient symptom free, and an x-ray 
study will show definite healing of a pre-existing 
ulcer. Of the 37 proved duodenal ulcer cases, 
the results were: good 33, fair 3 and poor 1.* 

Failures must be expected in those cases which 
have developed gastric retention due to cicatricial 
contraction of the pylorus. In fact, these cases 
can be expected to be made worse by any para- 
sympatholytic drug which reduces gastric peris- 
taltic activity. The obstruction due to spasm 
can be expected to be relieved almost imme- 
diately while that due to edema will, of course, 
require several days. Banthine® should be used 
in the treatment of the acute ulcer only as an 
adjunct to the usual medical management. 

Forty-three patients were treated who com- 
plained of indigestion, dyspepsia and intolerance 
to various foods. Studies, including an x-ray 
series, failed to yield a definitive diagnosis. 
These patients were usually administered 100 
mg. of banthine® orally on a six-hour schedule 


*Posterior perforation demonstrated at operation. 
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for a week. If there was no response, the therapy 
was discontinued. If relief was experienced, the 
dosage was progressively reduced to 50 mg. t.i.d. 
and 100 mg. at bedtime. Depending upon the 
response, this schedule was maintained for one 
month and then the dosage was again reduced. 
Frequently 100 mg. at bedtime will keep these 
patients happy, allowing them to sleep comfort- 
ably and eat a liberal diet with an improved 
appetite and greater feeling of well being. Suffi- 
cient improvement has occurred in 65 per cent 
of these patients to justify the conclusion that 
banthine® therapy has been beneficial. The ma- 
jority of these patients will ultimately take the 
drug only intermittently. 


Complications.—Banthine® causes certain un- 
desirable side effects. It causes dryness of the 
mouth of greater or lesser degree, usually lessen- 
ing after 3 days. The drug is very bitter and 
unless the patient is prepared he may object to 
taking it. If the patient has an uncorrected re- 
fractive error or is nearing presbyopia, he usu- 
ally will complain of difficulty in reading. Mic- 
turition may be retarded, which is usually rem- 
edied by having the patient void just before he 
takes the next dose of drug. The man with an 
enlarged prostate is most frequently affected, 
but the difficulty has been encountered in women 
also. Constipation may result from decreased 
intestinal peristalsis. A bromide rash can occur. 
We have encountered one instance of true drug 
sensitivity with edema of hands, face and feet 
within 15 minutes after the initial dose. There 
have been no serious complications. 


DISCUSSION 


Banthine® appears to be a useful adjunct in 
the treatment of duodenal ulcer but it should 
definitely be regarded as an additional tool and 
not a cure-all. During a severe exacerbation, 
every means at our disposal should be used. 

We feel that many patients who previously re- 
quired hospitalization and bed rest can be treated 
successfully while ambulatory. Furthermore, the 
period of hospitalization is definitely shortened 
for those cases in which bed rest seems manda- 
tory. 

The major portion of dyspeptic individuals 
may expect relief from discomfort and strict 
dietary restriction on a small maintenance dose 
or interrupted administration of banthine.® The 
large number of persons in this group makes 
this phase of treatment important. 
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The exact position and importance of the 
parasympatholytic drugs in general, and ban- 
thine® in particular, cannot be estimated after 
a short period of trial on a rather limited number 
of patients. The results obtained justify more 
extensive application under careful management 
and evaluation. It can be hoped that an agent 
which decreases gastric secretion and motility 
will contribute to the treatment of duodenal 
ulcer. 
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DISCUSSION (Abstract) 


Discussion on papers by Drs. Kemp Plummer, James O. 
Burke and John P. Williams, and Drs. Edgar J. Poth 
and Stanley M. Fromm. 


Dr. J. Arnold Bargen, Rochester, Minn —Our ex- 
periences at the Mayo Clinic with the use of banthine® 
in peptic ulcer have been very similar to those described. 
We have attempted to evaluate the effects of banthine® 
in relieving the pain of peptic ulcer. The observations 
have been on a rather short-term basis. We have not 
had occasion to evaluate the effects of the drug over a 
long period of time or in the healing of peptic ulcer. 
A study by my colleague, Dr. Gambill, covered a 
group of 30 patients. Seventeen of the 30 patients had 
symptoms of chronic perforation or penetration of the 
ulcer as suggested by progressive increase in the severity 
of the pain, a shift of the pain, and particularly extension 
of the pain from the epigastrium into the back. Eleven 
of these 17 patients were operated upon and in all of 
them the surgeon was able to confirm the clinical im- 
pression of a deep penetrating gastric or duodenal ulcer. 
Banthine® was given in 50 to 100 mg. doses to each 
patient when he was having ulcer pain and the time that 
elapsed before the pain ceased was recorded. Eighteen 
of the 30 patients received 150 mg. of banthine.® Four- 
teen patients received 100 mg. and later some of these 
received 150. Some of these had also received 50 mg. 
before. It was quite obvious that this drug had a bene- 
ficial effect in relieving the pain due to the ulcer; the 
relief came gradually and was usually complete but the 
duration of relief varied considerably. It seemed that 
banthine® gave sufficient benefit to warrant its further 
use. Dr. Brown and Dr. Collins of the Cleveland Clinic 
have reported a similar series of cases. They noted that 
of the group of 25 patients having active symptoms 19 
obtained definite and immediate symptomatic relief and 
17 of 18 patients originally demonstrating ulcer craters 
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showed healing of the crater on successive examinations. 
They emphasize that their report is a preliminary one. 


Our results in other gastro-intestinal problems such as 
ulcerative colitis, regional ileitis and other inflammatory 
conditions of the bowel have been disappointing. Fifteen 
patients with ulcerative colitis were given banthine® in 
doses ranging from 150 to 600 mg. a day. In some, there 
appeared to be some influence on the severity of the 
abdominal cramps and possibly a slight reduction in the 
number of bowel movements. Most of the patients, 
however, when these favorable effects occurred, had the 
unpleasant symptoms of dryness of the mouth, visual 
disturbance, and interference with micturition, so that it 
seemed as though the favorable effects of the drug were 
outweighed by its unpleasant physiologic effects. 


Another group of patients, namely, those with severe 
irritable bowel syndromes associated with hypermotility 
of the small intestine, sometimes are favorably affected 
by doses of banthine® smaller than the amounts which 
cause the unpleasant physiologic effects. It would seem 
that some of this group of patients may expect benefits 
from the use of banthine.® 


We have long sought for a drug which would interfere 
with intestinal motility to such an extent as to affect 
favorably the severe diarrhea of the inflammatory dis- 
eases. We had hoped that banthine® might be such a 
drug. Apparently the search for a drug of this type, 
possibly with effects similar to banthine® and without 
the unpleasant side effects, may give the answer. 


Dr. Charles M. Caravati, Richmond, Va.—This excel- 
lent clinico-experimental presentation demonstrates the 
rather prompt relief of ulcer distress in 36 out of 41 
patients with duodenal ulcer receiving oral banthine® 
and it is particularly valuable in that it aids in clari- 
fying the probable cause of this pain. 


It deals only with immediate results and presents no 
conclusive evidence that it promotes healing or prevents 
recurrence. 


The studies again demonstrate that banthine® is a 
cholinergic inhibitor and therefore delays gastric empty- 
ing and reduces tone but does not reduce acid secretion 
and has only slight effect on the gastric muco-proteins, 
in accepted therapeutic dosage. The work gives support 
to the theory proposed by Glass and Wolfe that vagal 
action alone controls muco-protein secretion but that 
acid secretion is dependent upon vagal control as well as 
upon a hormonal stimulation, probably arising in the 
pyloric area. 

It is hazardous to attempt to evaluate the efficacy of 
a relatively new drug on the basis of subjective improve- 
ment. Quite often relief from ulcer distress occurs 
promptly after various therapeutic measures. The in- 
gestion of barium sulfate for radiologic purposes has 
been followed by prompt remission of pain. The re- 
moval of an appendix may result in disappearance of 
ulcer pain. 

The subjective response in our small group of private 
patients has been good, but not so striking as that of the 
authors, even though we have continued intermediate 
feeding. Further, about 15 per cent of our cases have 
been forced to discontinue the drug because of untoward 
side effects. 
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From the data presented and from other experience, 
the conclusion of the authors appears warranted, namely 
that banthine® is a valuable adjunct to intelligent medi- 
cal management. 


Dr. Gordon McHardy, New Orleans, La—Most of us 
here will recall seeing Dr. Grimson and his associate’s 
exhibit at the last meeting of the Southern Medical As- 
sociation in Cincinnati during 1949. I, among others, 
was startled with his enthusiasm. Since then, through 
the kindness of Drs. Winters and Crosson of G. D. Searle 
and Company, I have had the opportunity of observing 
the true anti-cholinergic action of banthine® bromide 
and concur in its evaluation as an orally effective 
atropine-like inhibitor of vagotonia. It is proven to our 
satisfaction that banthine® is effective in diminishing the 
intensity of gastric contraction waves in human observa- 
tions and that it has a secretory depression both in 
volume and in concentration of hydrochloric acid. How- 
ever, neither action is constant and applicable from one 
patient to another. It is certainly true that a medical 
vagotomy is not achievable. In our clinical observations 
some instances symptomatically and _ radiographically 
benefited have not shown a secretory inhibition. Fur- 
ther, we have recorded symptomatic effectiveness in 
hypochlorhydric ulcer patients. 


Regardless, the drug has been tolerated well in effec- 
tive dosage and has a more prolonged and constant ac- 
tion than have atropine or any of the other anti- 
spasmodics under our observation to this time. 


I have, because of my past enthusiasm for certain 
therapeutic efforts on the management of peptic ulcer, 
always insisted upon control series. For this reason, 
in using banthine® bromide I began with a definite de- 
gree of scepticism and conducted my observation with 
patients given a banthine® placebo in a control series 
together with another control series who were given our 
conventional ulcer management. The group of patients 
on banthine® was given the dose advocated by Dr. 
Grimson and his associates, that is 100 mg. every six 
hours around the clock. This group of patients has now 
been under observation for ten months. With this 
follow-up, banthine® has not proven more efficient than 
our accepted ulcer program and has been only slightly 
more efficient than in those patients given the placebo. 
On the other hand, the patient response to banthine® is 
impressive. In most instances, he is well pleased with 
his progress. 


Appreciating the fact that our patients on banthine® 
had no supplemental diet or medication the result is 
somewhat impressive and indicates the efficacy of ban- 
thine® as a therapeutic adjunct to ulcer management. 
We favor a longer follow-up and careful control in all 
instances for we are aware that recurrences although 
most frequent in the first two years may appear at any 
time. We have seen the recurrences frequently in the 
past after the period of enthusiasm and psychogenic in- 
fluence are passed. Certainly there are ulcers which be- 
cause of disturbed anatomy and physiology, extensive 
cicatrization and penetration cannot conceivably thor- 
oughly heal. 

Further, we hesitate to credit curative powers to ban- 
thine® alone since we have observed spontaneous ulcer 
response in the past as well as in the present placebo 
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group. True, pain relief is the most constant and im- 
pressive result and unquestionably the promptness, con- 
sistency and relative permanency of this relief with ban- 
thine® is dramatic. We cannot concur in the election to 
use banthine® in the presence of known complications 
since we have observed hemorrhage and penetration dur- 
ing full banthine® therapy. We endorse the continued 
evaluation of the drug in maintenance with the impres 
sion that we can now control hypertonicity as a factor 
in ulcer occurrence and recurrence. We do not feel that 
there is gained through banthine® any reassurance that 
the basic principles of ulcer management have been 
dramatically altered, and last but not least everyone 
must be cognizant of all of the side effects of banthine® 
when using it. While the complications to this time 
have not been recorded as serious we have observed a 
single instance of a curare-like reaction apparently due 
to an idiosyncrasy to the drug. A mild bromide skin 
rash has occasionally been included in our observation 
but the most frequent and most disconcerting com- 
plication is the dysuria which often occurs in the male 
patient who has some degree of prostatic hyper- 
trophy. This dysuria has been so marked in some in- 
stances that it has precipitated a persistent urinary reten- 
tion and has in a few instances necessitated transurethral 
resection. 


It is my feeling that banthine® bromide is the most 
effective anticholinergic drug available at the present 
time and that it is giving definite promise as an adjunc- 
tive measure in ulcer therapy as an efficient inhibitor of 
secretion and spasm. 


Dr. Plummer (closing) —The results mentioned by Dr. 
Bargen are somewhat similar to ours and tend to empha- 
size the point that hypermotility plays only a small part 
in the diarrhea of ulcerative colitis. Banthine’s® failure 
to influence this symptom would therefore be expected. 
Relief of pain, however, may be due to its inhibitory 
action upon associated small bowel hypermotility, which 
action seems evident in the very interesting case with an 
ileosigmoidostomy, cited by Dr. Bargen. 


We have not encountered heartburn as one of the dis- 
agreeable side effects in our group. The experience of 
Dr. Caravati suggests that this may become an impor- 
tant undesirable effect when larger groups are eventually 
collected. As noted by Dr. McHardy, esophageal dis- 
turbances of motility have been seen fluoroscopically, 
and I wonder whether the complaint of heartburn could 
be related in a physiologic sense to the cardiospasm 
sometimes seen in vagotomized patients. 


We studied no cases as controls in whom placebos 
were used. However, this aspect was not overlooked, 
since the response in this group on banthine® alone was 
compared with that obtained in about 200 cases previ- 
ously treated with a rigid Sippy regimen. It is felt that 
the rapid relief obtained from a strict Sippy program in 
the treatment of active uncomplicated ulcer offers an 
adequate standard for comparison with the group re- 
ceiving banthine® and for evaluation of the drug. 


Dr. Poth (closing)—It is obvious from the various 
discussions that the studies on banthine® are being con- 
ducted objectively with the hope of finding an adjuvant 
useful in the treatment of duodenal ulcer. 
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While we did not use alternate patients as controls in 
trying to evaluate this anticholinergic drug, practically 
all of the subjects had received previous therapy for duo- 
denal ulcer without benefit or with indifferent results, 
and since the patients were not advised that they were 
to receive any unusual therapy, it is felt that the im- 
mediate relief from pain was due to the banthine® and 
not to suggestion. It seems reasonable to consider each 
such individual a sufficient control for this type of 
clinical evaluation. 


Should bromide rash occur with sufficient frequency, 
then it should be urged that a derivative not containing 
bromide be developed. The chloride is too hygroscopic 
for practical handling in pill form. The aqueous solution 
is extremely bitter. 


THE NORMAL MENSTRUAL CYCLE* 


By J. P. Pratt, M.D.t 
Detroit, Michigan 


The menstrual cycle has stimulated more 
hypotheses than any other special function of 
the body. The interest manifested over the cen- 
turies has been widespread: legal, philosophic, 
religious, scientific, and non-scientific. In order 
to understand the present day concept of the 
mechanism and meaning of menstruation, it is 
pertinent to review briefly the evolution of some 
of the ideas concerning it. 

Even the ancients through medical lore gave 
evidence of recognition of a process peculiar to 
women though they had little exact knowledge 
of the uterus. They noted a relation between 
menstruation, breasts and milk secretion. For 
many centuries the uterus was regarded as an 
independent organism, a kind of animal enclosed 
in the woman’s body. Even Plato considered the 
uterus to be a creature desiring fertilization, and 
if this failed the uterus wandered through the 
body causing many illnesses. In the Hippocratic 
collection the uterus might wander as far as liver, 
ribs or brain. Galen rejected and Soranus strongly 
opposed the view of independence. 


Four days was recognized as a normal period 
of flow. Numerous premonitory symptoms were 
observed. Menstruation was generally considered 
to be a cleansing process and that idea has been 
reiterated from time to time and persists even 
today. 


Aristotle, the great naturalist of antiquity, 


*Read in Section on Gynecology, Southern Medical Association, 
— Annual Meeting, St. Louis, Missouri, November 13- 
, 1950. 
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noted that animals which lay eggs do not men- 
struate and that women menstruate more than 
all other animals. He maintained that the flow 
came because of an excess of blood in the system. 
Menstruations recurred at intervals of a lunar 
month from the age of thirteen to forty, and 
between these ages women were fertile. 

Many ancient writers noted the variability of 
the amount of flow and interval between men- 
struation. Scanty menstruation in obese women 
was frequently mentioned. 


In the twelfth century it was noted that the 
uterus is so contrived that whatever superfluities 
are generated during the month may be sent to 
that organ at the customary time, hence, men- 
struation. 

In the Medical School of Salerno, it was taught 
that in women a vein passed downward from the 
liver and sent a branch to each horn of the 
uterus and through these vessels the menstrual 
blood was carried to the uterus. Walter Charles 
in 1685, attributed menstruation to a derange- 
ment of the alimentary juice which invaded the 
uterus. 


In the sixteenth century the importance of 
independent observation began to be felt more 
strongly, but the philosophic background re- 
mained essentially unchanged and there was but 
little weakening of the ties that bound the minds 
of men to antiquity. At this time, however, the 
brilliant contributions of Vesalius established a 
firm foundation for the anatomy of the human 
genital tract. He described each organ in- 
dividually and asserted that menstrual blood 
came from the uterus. 


Haller (1708-1777), an outstanding physi- 
ologist of his day and a good medical historian, 
summarized the previous idea of menstruation. 
He wrote that about the thirteenth year: 


“The whole mass of blood in the female begins to 
circulate with an increased force, the breasts swell, the 
pubis becomes covered; and at the same time the menses 
begin to flow, by a common law of nature. This dis- 
charge is preceded by various symptoms in the loins, 
heavy pains, sometimes like colic pains, with an increased 
pulse, headaches and cutaneous pustules, and a white 
fluid commonly flows from the uterus.” 


Evidence that the blood came from the uterus 
was obtained from autopsy material, the inverted 
uterus and retention of blood when the uterus 
was obstructed. 


Haller further noted: 


“Since no animal certainly menstruates in the same 
manner as the human species, and since the body of the 
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male is free from this periodical discharge, the cause of 
this hemorrhage, peculiar to the female sex of the human 
species, has been an object of inquiry in all ages. From 
the remotest periods, it has been ascribed to the attrac- 
tion of the moon, which is known to raise the tides; by 
others, to a sharp stimulating fluid secreted in the female 
parts, also the cause of the venereal appetite. But its 
being caused by the moon is disproved, since there is not 
a day in which there are not many women subjected 
to this evacuation, and there are not fewer in the de- 
crease than the increase of the moon. There is no such 
thing as any ferment near the uterus, but everything is 
bland and mucous; and venery, which expels all those 
juices, neither increases nor lessens the menstrual flux: 
and women deny, that, during the time of their menses, 
they have any increased desire of venery, many of them 
at that time being rather affected by pain and Janguor; 
and the seat of venereal pleasure is rather in the entrance 
of the pudendum than in the uterus, from which last 
the menses flow. Lastly that the menstrual blood is 
forced out by some cause exciting the motion of the 
blood against the vessels, appears from hence, that, when 
retained, it has been known to break through all the 
other organs of the body, where no ferments were acting, 
the veins being even ruptured; nor is the effect of the 
retained blood confined to those parts which pour out 
the venereal humour.” 


Discovery of the human ova by Baer (1827), 
stimulated further speculation about the relation 
of ovaries to uterus. Interest in cell structure 
led to detailed histologic study of all organs and 
tissues. 


-The endometrium was first studied systemati- 
cally in cadavers by Kundrat and Engelmann 
(1873). They noted glandular distention, dilated 
vessels and round cell infiltration just before 
menstruation, but they failed to recognize shed- 
ding of the endometrium at the time of menstrual 
flow. Interest in the endometrium increased and 
observations were made on curettings, specimens 
removed at operation, as well as from cadavers. 
Additions were made to the knowledge of his- 
tology of the endometrium culminating in the 
contribution of Hitschmann and Adler, in 1908, 
who studied the endometrium in different phases 
of the. menstrual cycle. Their classification of the 
changes of the endometrium into four phases 
has been retained to the present time. 


Correlation of the cycles of the endometrium 
with the ovarian cycle was observed by Meyer 
and Ruge (1913), Schroeder (1913), Miller 
(1914) and Frank (1915). Thus a controversy 
was settled which had been going on for more 
than a century. Two opposing hypotheses had 
existed for years. One held that menstruation is 
dependent upon ovulation and coincident with it. 
The other maintained that ovulation and men- 
struation are entirely independent functions; that 
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the discharge of the ovum may take place at any 
time and without any reference to the act of 
menstruation. 

When it was learned that menstrual cycles are 
characterized by growth and degeneration of 
genital tissues and that the phases of growth in 
the ovaries usually parallel growth in the genital 
tract, it was logical to assume that ovarian ac- 
tivity caused the alterations in the uterus. During 
the first quarter of this century numerous at- 
tempts were made to demonstrate that assump- 
tion. Transplantation of ovaries into castrates 
gave positive evidence. The use of all sorts of 
extracts was less convincing because only a few 
of the interpretations were based on reliable ex- 
perimental data. Final proof of the causative 
action of ovaries on uterine behavior came with 
the experiments of Allen and Doisy in 1923, who 
demonstrated that purified extracts of follicular 
fluid could substitute for ovaries when animals 
had been castrated. A new era in the study of 
endocrine relations to sexual function had begun. 

Investigation proceeded along divergent lines, 
but advancement in any direction has increased 
the understanding of the sexual cycle. The 
ovarian hormones, estrogens and progestogens, 
have been isolated in pure form. Their chemical 
structure as steroids has been determined and 
some of them have been synthesized. Further- 
more, many synthetic compounds of a very dif- 
ferent chemical nature have been shown to have 
estrogenic activity equal to the steroids. At 
present a large number of estrogenic compounds 
are available for experimental and clinical use. 

The next major contribution to the endocrine 
factors in the menstrual cycle was the discovery 
of the role of the anterior pituitary gland. The 
influence of the gonadotrophins on ovarian ac- 
tivity has been clearly established. The protein 
content of the gonadotrophins has made their 
isolation and purification more difficult than the 
simpler steroids of the ovary. 


Attempts to interpret the synchronized cyclic 
activity of pituitary gland, ovary and uterus have 
led to intensive investigation of each component 
of the group. The theory of estrogen deprivation 
as the cause of menstruation proposed by Edgar 
Allen in 1927, has remained generally acceptable. 
Since then attention has been focused upon the 
mechanism of menstruation. 

Since menstruation is fundamentally a vascular 
phenomenon, knowledge of the morphology and 
physiology of the blood supply is basic. Several 
important contributions to the subject have been 
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made in the last two decades. William Hunter, 
in 1774, illustrated coiled arteries. From time to 
time in succeeding years they were casually rec- 
ognized, but the first systematic study of the 
cyclic changes in the blood vessels of the endo- 
metrium was made by Saito in 1926. Bartelmez 
in 1929, emphasized the necessity of working with 
fresh tissue and demonstrated the fallacies of 
deductions drawn from old specimens. He worked 
with uteri dropped into fixing solution imme- 
diately after removal at operation. He found no 
previous descriptions of rhexis and diapedesis. 


Detailed comparisons of the human cycle are 
possible only with primates, for the function of 
menstruation is confined to that order. Daron, 
in 1936, gave the first systematic account of the 
arterial pattern of the endometrium in any 
mammal. Material for his examination was pre- 
pared by vital injections with non-toxic colloidal 
mercuric sulphide in the uterus of monkeys fol- 
lowed by rapid freezing and fixation in chilled 
alcohol. The classical experiments of Markee who 
transplanted endometrium into the eyes of ani- 
mals provided a means of following changes 
throughout the cycle. This method is unique and 
obviates the difficulty of piecemeal studies of 
many individuals. Although these experiments 
are limited to animals, comparison with the 
human is made possible by observations on 
human uteri by other methods. Injection of blood 
vessels by Okkels, Schlegel and Hasmer has 
added many details. From these excellent con- 
tributions it is now possible to sketch briefly the 
salient features of the vascular morphology of 
the endometrium. ; 


The gross vascular pattern of the uterus has 
been well known for a long time. In general, 
the venous network follows the general pattern 
of the arterial supply. Anastomoses are numerous, 
particularly in the veins. Coiled arterioles are 
formed only in the primates, animals which have 
relatively thick endometria, and which menstru- 
ate. Exceptions are noted in some New World 
monkeys which have no coiled arterioles, yet 
menstruate. 


In the general somatic circulation, to skin, 
smooth and skeletal muscles, arterioles having 
muscular elements arise from terminal arteries. 
The arterioles can be traced into the venous 
circulation. Along the course of the arteriole 
are given off at an acute angle precapillary 
branches with a highly developed sphincteric 
arrangement of muscle elements. Arteriovenous 
anastomoses are present. The vascular pattern 
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of the pregravid endometrium resembles the 
somatic pattern, but differs by having numerous 
arteriovenous anastomoses, coiled arterioles and 
extensive venous and capillary lakes. The coiled 
arterioles give off few branches in the endo- 
metrium and they fork out near the surface epi- 
thelium into terminals which dissolve into the 
capillaries of the superficial layers. Basal ar- 
teries are given off from the spirals near the 
myo-endometrial border and supply the basal 
layers of the endometrium. The veins form a 
glandular and interstitial plexus and sinus-like 
distensions are formed. From the sinuses venous 
stems run parallel with the glands and enter into 
a larger plexus at the myo-endometrial border. 
The venous stems develop during the pregravid 
stage. 

It is noteworthy that these vascular elements 
lie in loose spongy tissue. This arrangement is 
found in both ovulatory and non-ovulatory cycles, 
but the endometrium is thicker and the vascular 
elements are more pronounced in ovulatory 
cycles. No qualitative difference is apparent in 
ovulatory and non-ovulatory bleeding. The 
quantitative difference is related to the amount 
of endometrium. 


Histological and histochemical details of mus- 
cular, elastic, endothelial and neural elements are 
a basis for hypotheses offered to explain the 
mechanism of menstruation. Eventually they may 
be expected to contribute to our interpretation of 
functional disturbances. 


Menstrual cycles are essentially periods of 
growth and regression. Glandular and vascular 
activity are closely associated and changes in 
either one are reflected in the other. Both of 
them are under control of the ovarian hormones. 
It has not yet been demonstrated that the ovarian 
or hypophysial hormones influence menstruation 
in any other way than through growth of the 
endometrium. Characteristic vascular changes 
are constant precursors of endometrial bleeding. 
While withdrawal of ovarian hormones has been 
generally accepted as a cause of bleeding, Engle 
says: 

“It may be a mistake to say that the withdrawal of 
one of the hormones causes menstruation; rather such a 


lack of hormones permits changes in the endometrium 
and blood vessels which result in bleeding.” 


Some local factor or factors have been postu- 
lated. At this point a review of menstrual toxins 
is in order. 

A menstruating woman is popularly believed 
to spread poison or impart contagion to other 
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people and things. The custom of avoidance dur- 
ing menstruation was based not only on physical 
symptoms, but also on traditional superstition. 
Fear of the supernatural, prevalent in folklore 
of the primitive races, persists to a limited degree 
even today. 

Pliny (23-79 A.D.) in his “Historia Naturalis,” 
wrote that if in the flux a woman passed over a 
vessel of wine it would sour; if she touched stand- 
ing corn in the field it would wither, and herbs 
in the garden would burn away to nothing. Im- 
plication of a toxin was fostered by folklore, but 
received scientific attention only in recent years. 


Early in the present century chemical analyses 
of menstrual blood were attempted. Among the 
substances found was an enzyme with reactions 
like trypsin. Numerous observers have demon- 
strated that menstrual blood is higher in content 
of arsenic than venous blood. 


Shick, in 1920, reported observations on men- 
struating women causing cut flowers to wither by 
merely holding them in their bare hands. He 
found the menotoxin most virulent on the first 
day of the flow. In addition to the skin secretions 
being toxic, he found the menotoxin in the cir- 
culating blood and was of the opinion that it 
was carried in the red corpuscles. 

Macht and Lubin reported their observations 
on menotoxin in 1924. As a measure of toxicity 
they observed the inhibitory effect of many body 
fluids upon the growth of seedlings of Lupinus 
albus and also yeast. They concluded that blood 
serum, corpuscles, saliva, sweat, milk and other 
secretions of menstruating women contained a 
menotoxin. They found individual variation in 
the quantities of menotoxin, but in any one 
individual the maximum occurred premenstrually 
and during the first few days of menstruation. 
Properties exhibited by menotoxin suggested a 
possible relationship to oxy-cholesterin. It could 
be extracted by alcohol, chloroform, ether and 


acetone. It was fairly resistant to heat and 
bacterial action. 


Soon after the publication of Macht and Lubin 
appeared, Dr. E. D. Plass and I attempted to 
repeat their experiments. We found such wide 
variation in the growth of control seedlings that 
we could not accept them as an accurate indicator. 


In the past few years, a substance which is 
toxic for rats has been demonstrated by O. W. 
Smith in menstrual discharge, the circulating 
blood of women during menstruation, late preg- 
nancy toxemia and prolonged labor. Similar 
factors have been demonstrated in exudative 


PRATT: NORMAL MENSTRUAL CYCLE 


815 


material from inflammatory reactions and other 
sorts of cellular injury. She states that these 
factors 


“can only be called ‘properties’ since neither the 
mechanism of their formation, other than it appears to 
be a part of tissue catabolism, nor their clinical nature, 
other than that they are associated with protein ma- 
terials, has been established.” 


The toxin is most abundant in early men- 
struation and is greater in ovulatory than non- 
ovulatory menstruation. Smith and Smith postu- 
late that 


“all the signs and symptoms related to menstruation are 
ascribable to the action of menstrual toxin, with the 
possible exception of some engorgement and soreness 01 
the breasts.” 


Premenstrual tension is attributed to prolonged 
absorption of toxin from a secretory endo- 
metrium before its disintegration. 


In retrospect, we have noted the concept of 
the noxious attributes of menstrual fluids fostered 
for centuries in folklore. Only in recent years 
has there been a scientific approach to the 
subject. The question of the exact relation of 
toxins to menstruation remains open. 


Development of cytochemical methods has 
brought a new approach to the study of the 
intrinsic metabolism of the uterus. The presence 
of enzymes, vitamins, carbohydrates, proteins, 
fats, water and inorganic material has been dem- 
onstrated. The amounts of these elements are 
altered under a variety of physiologic conditions. 
Interesting theories have been propounded to 
explain the cell chemistry, but conclusions are 
highly speculative. 


Some features of the endocrine relations during 
the menstrual cycle may now be mentioned. At 
present it is generally accepted that the gonado- 
trophins secreted by the anterior pituitary gland 
stimulate the ovary to secrete estrogens and 
progesterone. These hormones enter the blood 
stream and are carried to all parts of the body. 
Any tissue or cell may receive these hormones 
and utilize them according to their ability to 
respond. While many tissues and organs respond 
to the stimulation of estrogen, it is the uterus that 
responds most conspicuously. 

Cycles recur during the reproductive period 
because as the amount of estrogen in the ovary 
increases the pituitary secretion is inhibited and 
the gonadotrophin decreases. A natural balance 
is thus established between the pituitary gland 
and the ovary. 
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During fetal life there is no dependable evi- 
dence that the ovaries secrete hormones when 
the embryonic duct system is being modified 
from the neutral to the definitive female type. 
Some evidence indicates minimal secretion of 
estrogens by the fetal ovaries in late gestation. 
Before birth, however, the maternal hormones 
pass through the placenta and stimulate the 
sexual organs. This is shown by the enlargement 
of the breasts with the secretion of “Witches’ 
Milk.” Further evidence is furnished by the 
growth of the vaginal epithelium. The uterus at 
birth is as large as it is a decade later. The 
prompt recession of the sex organs after birth 
indicate that the hormones are of maternal origin 
and not from the ovaries of the baby. 


Puberty is the transitional phase between child- 
hood and adolescence in which the most con- 
spicuous event is the first menstruation. During 
this phase the sexual organs are maturing. The in- 
fantile ovary is refractory to gonadotrophins. Up 
to a certain point the development of the germinal 
epithelium and follicle is innate within the ovary. 
The time at which the follicles become sensitive 
to gonadotrophins varies with different species of 
animals and with different individuals. That 
the age of onset of puberty in the human varies 
widely is confirmed by the numerous instances of 
precocious menstruation and the puberty delayed 
until the late teens. When the ovaries have be- 
come sensitive to the gonadotrophins a balance is 
gradually established between the ovarian and 
pituitary secretions. The rapidity with which this 
balance is acquired varies considerably. Irregu- 
larity of menstruation for at least the first year 
is common and some individuals never acquire 
a satisfactory balance. 

That the uterus is sensitive to the stimulation 
of estrogen has already been cited in the transient 
growth noted at birth. The infantile uterus may 
be stimulated by estrogens, but normally the 
estrogens are not supplied in sufficient amount 
until the approach of puberty. By the age of 
fifteen, sixty per cent have a uterus the size of 
an adult. Some uteri are not responsive to estro- 
genic stimulation and remain throughout life in 
the infantile state. It is futile to administer 
estrogens to such an individual with the hope of 
overcoming infertility, for the inherent refrac- 
toriness is retained throughout life. 

At the age of maturity the ovarian-pituitary 
balance has usually become well-established. 
Ovarian activity has usually reached its peak at 
the age of twenty-five. From then on there is a 
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gradual decline of ovarian efficiency until the 
menopause when the ovary is no longer capable 
of responding to the gonadotrophins. The men- 
strual cycles cease. 


As the menopause approaches, the ovaries lose 
their sensitivity to the gonadotrophins. As the 
estrogens decrease the gonadotrophins increase in 
quantity. Evidence of the disturbance of hor- 
mone balance may appear even a few years 
before the menstrual cycles cease. Menstrual 
irregularities during the premenopausal phase may 
present a difficult problem of distinguishing be- 
tween a physiologic variation and a pathologic 
change. With the loss of estrogens all the repro- 
ductive organs atrophy and may be associated 
with other physical and psychic changes. 


Reference to the behavior of the ovary ac- 
cording to age shows that until near the age of 
puberty the activity of the ovary is controlled 
within itself and it is not responsive to gonado- 
trophins. At puberty, sensitivity to gonado- 
trophins is gradually acquired, and is retained 
until the menopause when sensitivity is lost. The 
uterus, on the other hand, is responsive to stim- 
ulation by estrogens before birth and retains the 
responsiveness throughout life. Interpretation of 
aberration of function of the pituitary-ovarian- 
uterine relationship, therefore, requires careful 
consideration of the age at which the disturbance 
occurs. 


Metabolism is concerned with the origin, action 
and degradation of the estrogens. A great deal 
of attention has been paid to this phase of the 
subject, but our knowledge of the metabolism of 
estrogens is still fragmentary. 


The chief source of estrogens is the follicular 
apparatus of the ovary. Agreement has not been 
reached as to whether the granulosa cells or the 
theca is the place of origin. The level of estrogens 
in the blood is relatively low except in pregnancy. 

The action of the estrogens on the reproductive 
organs consists of: (1) an automatic check upon 
their own production in the ovary by inhibiting 
the secretion of gonadotrophins by the anterior 
pituitary gland; (2) they stimulate the growth 
and functions of the female sex structures except 
the ovary; (3) they influence some of the 
actions of androgens and progesterone; and they 
influence emotions and sex behavior. 

The biochemical mechanism by which response 
to estrogens is accomplished is not known, but the 
normal action of the estrogens is related to their 
capacity to stimulate mitosis throughout the 
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body. The degree of reaction seems to depend 
upon the needs of each tissue for cell replacement. 
The capacity of a cell or tissue to respond to 
hormones is innate in that cell or tissue. When 
tissue is transplanted to another part of the body 
or to another individual the innate capacity of 
that tissue is retained. The ability of the recipient 
organ or tissue to respond to hormone stimulation 
exhibits a wide variation. 


The mechanism of inactivation of estrogens 
remains an unsolved problem. When estrogens 
are introduced into the body, even in large 
amounts, they disappear very rapidly. Only small 
amounts can be recovered from the blood or 
urine. The end organs are not responsible for the 
inactivation because when these organs are re- 
moved the estrogens disappear just as rapidly 
as if the organs were present. The estrogens are 
not stored in the body. Many animal experiments 
indicate that the liver is the main site of inac- 
tivation. There are differences, however, in the 
rate of inactivation of the various estrogens and 
their compounds. The process varies in different 
species, and experiments in monkeys indicate that 
the liver is not the inactivator. The probable role 
of the human liver is indicated in observation on 
patients with cirrhosis and hepatitis. Retardation 
of inactivation roughly parallels the liver damage. 

The biochemical process of inactivation is not 
known. When estrogen is passed through the 
liver in animal experiments, all estrogenic activity 
is lost. Nothing is known about the degradation 
products. 


Assay of estrogens excreted in the urine repre- 
sents only a relative amount of the total secretion 
because most of the estrogens are inactivated in 
the body. When varying amounts of estrogens 
are administered not more than 10 per cent 
can be recovered from the urine. At the mid- 
menstrual and premenstrual peaks of excretion 
the equivalent of 60-100 micrograms of estrogens 
may be recovered. Between peaks the approxi- 
mate value is 5-20 micrograms. Since the per 
cent of total estrogens recovered in the urine 
is small, and since the individual variations are 
great, comparison of a single assay with an 
average curve of excretion is a questionable 
diagnostic procedure. 

Endometrial biopsy presents a relatively sim- 
ple method of determining the state of the endo- 
metrium. It is a means of investigating estro- 
genic activity, but not a measure of estrogenic 
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secretion. The vaginal smear offers another 
means of determining the approximate state of 
ovarian function. Waking temperatures afford an 
easy method of obtaining valuable information in 
gynecologic endocrine studies. The method as- 
sumes the intelligent cooperation of the patient. 
The effect of estrogens is known to be tempera- 
ture depressing. This is not a quantitative test. 

Evolution of the concept and significance of 
the menstrual cycle has proceeded at a varying 
tempo over the years. An attempt has been made 
to sketch progress that has been made. The sub- 
ject is so large that it is not possible even to 
mention many important contributions. It is 
apparent that we need a broader foundation in 
physiology of menstruation before we can solve 
the problems of functional disorders. 


See page 824 for discussion on this paper. 


FUNCTIONAL UTERINE BLEEDING* 


By Witarp M. ALLEN, M.D. 
St. Louis, Missouri 


The term, functional uterine bleeding, is used 
rather loosely to include all those conditions in 
which abnormal bleeding can be explained only 
by assuming that there is a disturbance in the 
normal cyclic activity of the ovaries. Originally, 
I suppose, the term was limited to the type of 
bleeding which occurs in hyperplasia of the 
endometrium of the “swiss-cheese” type. It soon 
became obvious, however, that many patients 
with hyperplasia had similar episodes of bleeding 
at times when the endometrium did not show 
much hyperplasia, so that those patients in the 
menopausal age with abnormal bleeding but with- 
out hyperplasia were also included in the group. 
This broadening of the concept of functional 
uterine bleeding came about naturally by virtue 
of the fairly widespread acceptance of the ob- 
servation that the administration of estrogen pro- 
duces bleeding. This idea was, of course, en- 
couraged by the teachings of many students of 
the subject to the effect that most bleeding of 
this sort is due to the hormonal disturbances 


*Read in Section on Gynecology, Southern Medical Association, 
Forty-Fourth Annual Meeting, St. Louis, Missouri, November 13- 
16, 1950. 


*From the Department of Obstetrics and Gynecology, Washington 
University School of Medicine, St. Louis, Missouri. 
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produced by anovulatory behavior of the ovaries. 
More detailed study of some patients with ab- 
normal bleeding, however, demonstrated that 
certain patients had neither hyperplasia nor the 
mid-interval type of endometria, but had, in fact, 
endometria which showed histologic evidence of 
progestational change. This abnormality was 
termed irregular shedding of the endometrium. 
This type is presumed to be due to a disturbance 
in the function of the corpus luteum. At present 
then, the term functional uterine bleeding can be 
applied to virtually all disturbances of ovarian 
function in which abnormal uterine bleeding 
occurs regardless of the microscopic appearance 
of the endometrium. 


The histologic appearance of the endometrium 
has long been considered a fair indicator of the 
type of hormonal influence to which it has been 
subjected, a progestational endometrium indicat- 
ing that the ovaries are producing progesterone 
and a well developed mid-interval endometrium 
indicating that they are producing estrogen. This 
is obviously true but actually the endometrium 
serves as a reliable indicator of ovarian function 
only so long as the ovaries are functioning 
normally. When abnormal function occurs the 
normal sequence of estrogen and progesterone 
in normal amounts is disturbed and the endo- 
metrium becomes, for want of a better term, 
bizarre. This peculiar and apparently unpre- 
dictable appearance of the endometrium as judged 
by the clinical history is not surprising when one 
stops and considers the known effects of the 
two hormones which alter the endometrium. 


Estrogen, when given to ovariectomized or 
menopausal women for a period of three or four 
weeks, produces growth of the endometrium. But 
if the same dose is continued for another three 
or four weeks, bleeding is liable to occur despite 
continuation of the estrogen. It is perhaps best 
called estrogen break-through bleeding. Endo- 
metria obtained with this type of bleeding will 
usually show some degree of hyperplasia. There 
is still another type of bleeding which occurs also 
as a result of estrogen therapy. This begins about 
five to eight days after the estrogen has been 
discontinued. This bleeding is due to hormonal 
deficiency, hence the term estrogen withdrawal 
bleeding. We find, then, the paradox that the 
same hormone produces bleeding because of too 
much hormone for too long a period of time and 
because of abrupt termination of the hormone. 
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The problem becomes even more disconcerting 
when we consider the effects of progesterone. An 
endometrium receiving adequate stimulation with 
estrogen responds to progesterone in the expected 
manner. A proper dose of say 10 mg. daily for 
about 12 days will produce a fully developed 
progestational endometrium, and if the same dose 
is continued for another 10-15 days deciduoid 
changes occur in the stroma, but such an endo- 
metrium begins to bleed after about three weeks 
of growth under the influence of progesterone. 
This is called progesterone break-through bleed- 
ing. It is the counterpart of estrogen break- 
through bleeding but the histologic appearance 
of the endometrium is totally different. Interest- 
ingly enough both of these types of break- 
through bleeding can be prevented or stopped by 
the administration of an increased amount of the 
appropriate hormone. Estrogen break-through 
bleeding can be suppressed by increasing the 
amount of estrogen, and progesterone break- 
through bleeding by increasing the amount of pro- 
gesterone. And, finally, abrupt withdrawal of 
progesterone brings about a prompt shedding of 
the endometrium within two or three days. Pro- 
gesterone has also the rather surprising effect that 
withdrawal produces bleeding regardless of the 
time that it has been given. Even one adequate 
dose is followed by bleeding. This makes it 
obvious that progesterone withdrawal can be re- 
sponsible for bleeding regardless of the appear- 
ance of the endometrium. It is little wonder then 
that many pathologists are content to render a 
diagnosis of “no malignancy” when they are 
faced with the problem of reaching a diagnosis 
from curettings. 


The treatment of functional uterine bleeding 
is fortunately not nearly so complicated as the 
disturbed ovarian activity which produces it. 
There are, in reality, only three hormones which 
have been found useful: estrogen (chiefly as stil- 
bestrol), progesterone and testosterone. At first 
sight, the use of any one of these would seem 
unwise since the primary trouble is to be found 
in the ovary. However, none of the gonado- 
trophic hormones has been found practically to 
be so useful as the more direct form of substitu- 
tion therapy. Also, any beneficial effects which 
may be obtained are doubtless due to the effect 
of the steroids elaborated by the ovary as a result 
of gonadotrophic action. But there is still a more 
sound reason for using steroid therapy and that 
is to be found in the inhibiting effects which 
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estrogen and testosterone have on the ovary. 
These hormones, in the larger doses at least, pre- 
vent the anterior lobe from stimulating the ovary. 
The ovary may be temporarily put to rest by 
hormone therapy, a sort of temporary castration 
as it were. This is certainly desirable in many 
cases and is actually the aim of those who use 
small doses of x-ray or radium to produce tem- 
porary amenorrhea in patients with prolonged 
functional bleeding. The hormones achieve this 
result with greater safety. 


In actual practice the treatment of functional 
uterine bleeding is dependent to a considerable 
degree on the age of the patient. The abnormal 
bleeding which occurs in adolescent girls is nearly 
always due to anovulatory behavior of the ovaries. 
The majority of the first cycles are certainly 
anovulatory and, as I mentioned earlier, this may 
produce bleeding because of too much estrogen 
for too long a period of time. A fair number of 
follicles are persistently stimulated by gonado- 
trophins but for some reason, the stimulus is not 
adequate to produce ovulation. This is well 
documented by the original work of Schroeder 
many years ago. Hence, the endometrium is 
denied the secretory phase due to a lack of pro- 
gesterone. The anatomical result is hyperplasia 
and the effect is bleeding, presumably of the 
break-through variety. Some of the time, how- 
ever, there is doubtless estrogen withdrawal 
bleeding when the estrogen level falls due to 
follicular atresia. 


The treatment of this type is rational and 
simple and falls in three categories. Stilbestrol 
or natural estrogen, when used, is given for two 
reasons. In the first place, stilbestrol will raise 
the effective estrogen level and will usually stop 
the bleeding; and in the second place, it will 
produce follicular atresia, that is, temporary cas- 
tration. In order to accomplish this effect it 
should be given in adequate dosage, for an ap- 
preciable period of time, say 5 mg. daily for 
about three weeks. We should remember, how- 
ever, that this is purely a means of controlling 
the bleeding and inhibiting the ovary with the 
expectation that when the ovary recovers from 
the period of temporary inactivity it will function 
more normally. This type of treatment can in 
no way be called substitution therapy. The 
amount used is a mere ten times the amount 
used for treating ovarian deficiency at the meno- 
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pause. The second method of treatment is sub- 
stitution. The deficiency is one of progesterone, 
hence, the use of normal amounts of progesterone 
for a period of seven days will produce enough 
change in the endometrium so that withdrawal 
of the progesterone is followed by prompt shed- 
ding of the hyperplastic tissue. This is referred 
to by Greenblatt as a chemical curettage. It is 
a good term and describes the effect perfectly. 
The amount of progesterone required is 10 mg. 
daily intramuscularly for six days, or perhaps 
40 mg. daily sublingually. Finally, a third method 
is based upon the assumption that the bleeding 
is not due to too much estrogen for too long a 
period of time but to too little estrogen. The 
procedure then is to give normal physiologic 
doses of estrogen for about three weeks with 
progesterone being given during the last week. 
This type of cyclic therapy requires about 0.5 
mg. daily of stilbestrol with 10°mg. of proges- 
terone intramuscularly daily during the last week. 
There are many variations of this type of treat- 
ment such as 25 mg. of progesterone daily for 
three days either with or without estrogen. 
Finally, a word about testosterone. This hor- 
mone will suppress the anterior lobe and will 
stop bleeding but the dangers from virilism, in 
the young, at least, outweigh any general use- 
fulness which it may have. In actual practice 
there is perhaps little reason to recommend one 
procedure over another. I, myself, prefer to use 
either progesterone, or estrogen plus progesterone, 
in adolescent girls with persistent functional 
bleeding. As evidence of the effectiveness of 
steroid therapy, no adolescent girl or young 
woman with functional uterine bleeding on my 
service has been forced to have either x-ray, or 
radium treatment, or a hysterectomy since I 
treated my first patient with steroids in 1934. 
The decision of when to treat and when not 
to treat an adolescent girl with abnormal bleed- 
ing is likewise not very difficult. Certainly in- 
frequent periods require no treatment beyond 
reassurance. Even those patients who have an 
anovulatory period every two weeks need no 
therapy unless the bleeding is profuse and sev- 
eral short cycles have occurred, since many a 
patient will have two or three short cycles and 
then will spontaneously revert either to in- 
frequent cycles or regular cycles. When a few 
short cycles with fairly profuse bleeding have 
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occurred, the situation can be controlled either 
with larger doses of stilbestrol started at the 
end of a period and continued for about three 
weeks, or by a course of progesterone lasting 10 
days and beginning about 10 days after the be- 
ginning of the last period. 

Also, a word should be said about ovarian 
deficiency in young women. The pituitary- 
gonadal relationship is apparently upset by such 
things as emotional stress, poor health, hypo- 
thyroidism and doubtless other factors. Conse- 
quently, general measures, such as adequate vita- 
mins, iron and sometimes thyroid are very 
helpful as a necessary adjunct to the hormonal 
treatment of the acute phase of the problem. No 
amount of steroids, for example, can be expected 
permanently to cure a patient with functional 
uterine bleeding when the primary cause for the 
ovarian dysfunction exists in the metabolic dis- 
turbance occurring in hypothyroidism. 

Finally, all bleeding is not functional even in 
young women. Submucous myomas will occasion- 
ally produce bleeding in the young woman that 
mimics functional bleeding. But a curettage or 
simply following the temperature chart will 
establish that the cycles are ovulatory. Also, 
abnormal uterine bleeding may occasionally be 
the initial and only manifestation of thrombo- 
cytopenic purpura. 

The problem of functional bleeding in the later 
reproductive years does not carry with it the 
serious possibilities for mishandling which are 
present in the young. By then the woman will 
be nearing the menopause; she will either have 
had her children or will have become reconciled 
to the lack of children. The unnecessary use of 
x-ray or radium or even an hysterectomy do not 
seriously jeopardize her future. In fact the cessa- 
tion of the periods, especially if the periods 
have been profuse and prolonged may even be 
a welcome relief. However, most functional 
bleeding in the later years can be handled with- 
out the induction of a premature menopause by 
the same general principles that I outlined above. 
There is, however, one difference. Such bleeding 
occurs at a time when ovarian activity is on the 
wane, so normal menopausal doses of estrogen 
can often be given with relief not only of the 
vasomotor symptoms but also with correction 
of the abnormal bleeding. 


See page 824 for discussion on this paper. 
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THE INCIDENCE AND MANAGEMENT 
OF UTERINE BLEEDING IN NON- 
MALIGNANT PELVIC LESIONS* 


By Haroxp M. Stuper, M.D. 
and 
FRANK R. Lock, M.D. 
Winston-Salem, North Carolina 


The principal pelvic complaints which lead a 
patient to consult a physician are pain, bleeding, 
and various problems related to pregnancy and 
its complications. The problem of abnormal 
uterine bleeding is one which is encountered fre- 
quently. In general, such bleeding results from 
benign or malignant neoplasms, endometrial dys- 
functions secondary to hormonal discrepancies or 
to infection, the complications of pregnancy, and 
certain constitutional diseases. 


It is the purpose of this paper to determine 
the incidence of bleeding as a principal complaint 
in patients with benign pelvic lesions and to 
briefly discuss the management of these con- 
ditions. 


Material—The records of 2,054 consecutive 
office consultations were reviewed. All of the 
patients were of the white race and all were re- 
ferred by a physician for office consultation. The 
incidence of lesions which lead to emergency ad- 
mission to the hospital is therefore small and the 
incidence of chronic conditions is somewhat 
higher than one would expect in ordinary office 
practice (Table 1). 


Four hundred and thirty (20.8 per cent) of 
the patients complained of excessive or abnormal 
uterine bleeding. Although vaginal bleeding is 
a cardinal symptom of pelvic malignancy, only 12 
of the 65 patients with malignant neoplasms gave 
bleeding as their principal complaint (Tadle 2). 

The general diagnosis made in the 430 patients 
complaining of uterine bleeding is given. The 
preponderance of bleeding from functional causes 
is evidenced by the number of patients in this 
category. Bleeding was due to benign pelvic 
lesions in 35.9 per cent of the cases. 

Bleeding from complications of pregnancy was 
from the usual causes encountered in obstetric 
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practice. As one would expect, abortion was the 
principal abnormality observed (Table 3). Our 
practice is to treat this group of patients con- 
servatively. Of 76 patients with various types of 
abortion, 71 responded satisfactorily to conserva- 
tive management; uterine curettage was required 
in five instances. 


INCIDENCE OF UTERINE BLEEDING AND GENERAL 
DIAGNOSIS IN 2,054 CONSECUTIVE OBSTETRIC AND 
GYNECOLOGIC OFFICE CONSULTATIONS 


Diagnosis Total 
Pregnancy and complications —.. 517 95 18.4 
Endocrinopathies, including functional 

uterine bleeding ................. 393 177 45 
Infections 298 44 14.9 
Benign neoplasms __.. 229 71 31 
Relaxations, malpositions, 

234 18 8 
Endometriosis and adenomyosis... 57 13 22.8 
Malignant neoplasms —........... 65 12 18.5 
Congenital anomalies 18 0 
Diseases of other systems... 243 0 


Table 1 


DIAGNOSIS IN 430 PATIENTS WITH UTERINE BLEEDING 
AS PRINCIPAL COMPLAINT 


Number Per 
Cause of Bleeding of Cases Cent 
Pregnancy and complications 95 22 
Endocrinopathies and functional bleeding —.. 177 41.3 
Infections 44 10.2 
Relaxation, malposition —........ 10 2.3 
Malignant pl 12 2.8 


Table 2 


CAUSE OF BLEEDING DURING PREGNANCY—95 CASES 


No. of Cases 


Cause 
Abortions 76 
Management 
Habitual (threatened) 
Missed abortion Conservative 
Incomplete abortion _....10 Curettage 5 
Spontaneous complete —_.. 38 
Late complications of pregnancy... 
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Laparotomy was performed in eight patients 
for tubal ectopic pregnancies. None of the pa- 
tients in this group presented an acute surgical 
emergency. The majority of patients with the 
problem of ruptured ectopic pregnancy or bleed- 
ing in the latter weeks of pregnancy were ad- 
mitted directly to the hospital. 


The cause of bleeding and methods of manage- 
ment of 84 patients who had benign pelvic neo- 
plasms is summarized in Table 4. Excessive or 
abnormal uterine bleeding associated with uterine 
fibromyomata was noted in 40 patients. Bleeding 
was effectively controlled by dilatation and 
curettage in 21 cases. This bleeding was usually 
the result of an associated endometrial dysfunc- 
tion with tumors of small or moderate size. Hys- 
terectomy was required in 14 patients because 
of the presence of large tumors or pain. Although 
radiation was used in a dosage sufficient to pro- 
duce an artificial menopause in three patients, 
our experience with this plan of management has 
not been satisfactory and it is no longer used. 
Myomectomy was performed for two young 
women in order to preserve childbearing function. 
Twenty-one patients had bleeding as a result of 
cervical and endometrial polyps. Dilatation and 
curettage was performed for diagnosis and treat- 
ment in 14 cases, but small, single polyps were 
present in seven patients which permitted their 
management by biopsy and polpectomy. 

In our experience ovarian neoplasms and cysts 
are not a common cause of uterine bleeding. Of 


CAUSE OF BLEEDING AND MANAGEMENT IN 84 CASES 
WITH BENIGN PELVIC NEOPLASMS 


Cause No. of Cases 
Fibromyomata 40 
Dilatation and curettage ——————_____.__. 21 
Hysterectomy 14 
Radium 2, x-ray 1 3 
Myomectomy 2 
Cervical and endometrial polyps roe | 
Dilatation and curettage 14 
Biopsy and polpectomy 7 
Ovarian neoplasms and cysts 9 
Conservative 6 
Laparotomy 3 
Hydatidiform mole (hysterectomy 1) 1 
Endometriosis and adenomyosis 13 


Laparotomy 10, curettage 2, x-ray 1 


Table 3 


Table 4 
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the nine patients with bleeding resulting from 
this type of pelvic lesion, six had bleeding as a 
result of postoperative traumatic cysts of the 
ovary and were managed conservatively. 


In the one case of hydatidiform mole with 
vaginal bleeding, the diagnosis was established by 
the history of passage of typical vesicles. Hys- 
terectomy was selected for the management of 
this patient because she was 43 years of age and 
the uterus was enlarged to a size comparable to 
that of a seven months pregnancy. 


Thirteen patients with endometriosis or ade- 
nomyosis had excessive or abnormal vaginal 
bleeding. A laparotomy was required in ten 
cases. Although pain is the most frequent com- 
plaint of these patients, bleeding, particularly in 
patients with adenomyosis, is a frequent com- 
plaint. Dilatation and curettage were successful 
in the management of two patients who com- 
plained primarily of vaginal bleeding. In one 
case the extent of the lesion was such that x-ray 
castration was advised. 


Pelvic infections were responsible for abnormal 
uterine bleeding in 44 cases, an incidence of 10.2 
per cent (Table 5). Although an exact ex- 
planation of the pathogenesis of excessive or pro- 
longed uterine bleeding in the presence of acute 
and chronic infections is not available to us, it 
is generally recognized that this problem does 
occur. Extensive cervical infection was present 
in 29 cases. In this group of patients no other 
explanation for the bleeding could be found. A 
biopsy was used in each instance and dilatation 
and curettage were performed as a collateral pro- 
cedure in ten patients. Local treatment was 
sufficient in the management of this problem. 
The diagnosis of endometritis was based upon a 
specific history of uterine manipulation or trauma 
in the two cases with excessive bleeding in which 
this final diagnosis was made. Bleeding associated 
with acute and subacute pelvic inflammatory dis- 
ease responds promptly to antibiotic and chemo- 
therapeutic treatment. 


Relaxation, malpositions of the uterus or cer- 
vical stenosis were observed in 234 patients. 
Eighteen patients in this group complained pri- 
marily of vaginal bleeding (Table 6). Dilata- 
tion and curettage were performed to rule out 
endometrial carcinoma in eight patients who had 
passed the menopause. None of the patients in 
this group had sufficient discomfort to warrant 
operative correction. Vaginal hysterectomy with 
anterior and posterior colpoplasty was performed 
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in two patients who had complete procidentia and 
atrophic lesions of the cervix. 

Cervical stenosis was responsible for abnormal 
vaginal bleeding in eight cases. Dilatation and 
curettage with adequate follow-up treatment cor- 
rected the lesion in seven patients. Tota! ab- 
dominal hysterectomy was necessary in one case 
because of the extensive scarring of the cervix 
with an associated hematometra. 


DISCUSSION 


Abnormal uterine bleeding of any type de- 
mands investigation. Intermenstrual bleeding 
during the childbearing years and any bleeding 
in women past the menopause, no matter how 
insignificant it may seem, should be considered 
as a sign of malignancy until proven otherwise. 

With an adequate history, careful general and 
pelvic examination supplemented by curettage 
and biopsy where indicated, the cause of ab- 
normal uterine bleeding can be found. Our policy 
is to be “radical” in establishing diagnosis and, in 
benign conditions, conservative in treatment. 

In the management of benign pelvic lesions, 
major operative procedures are reserved for those 


CAUSE OF UTERINE BLEEDING AND MANAGEMENT IN 
44 CASES WITH PELVIC INFECTIONS 


Cause No. of Cases 
Cervicitis 29 
Biopsy P 29 
Cauterization 11 
Curettage _. 10 
Conization or repair 5 
Excision cervical stump....... 
Endometritis (conservative) 2 
Salpingo-oophoritis 13 
Antibiotics and conservative 13 


Table 5 


CAUSE , BLEEDING AND MANAGEMENT IN 


ES WITH RELAXATION, MALPOSITION, 
AND CERVICAL STENOSIS 
Relaxation and malposition 10 
Curettage 8 
Vaginal hysterectomy 2 
Cervical stenosis 8 
Curettage 7 
Abdominal hysterectomy 1 
Table 6 
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in whom conservative treatment has failed or is 
not feasible due either to pain or dangerous bleed- 
ing. Evaluation of the amount of bleeding being 
caused by a pathologic lesion is based on hemo- 
globin determinations and blood counts, since 
this is a more reliable indication than the pa- 
tient’s history. However, inconvenience and dis- 
ability to the patient by frequent and irregular 
bleeding are taken into consideration in a plan of 
management. 


Fibromyomata uteri and simple types of 
ovarian cysts can usually be managed conserva- 
tively. Wharton! has followed patients with fibro- 
myomata for as long as ten years. Uterine bleed- 
ing in patients with fibromyomata may be due to 
an associated endometrial dysfunction which can 
frequently be managed successfully by dilatation 
and curettage. If operative procedures become 
necessary, preservation of function should be at- 
tempted. We are in agreement with Bonney’ who 
feels that radical extirpation of a uterus, tube or 
ovary which is functional or capable of functional 
restoration, is an admission of surgical defeat. 


Myomectomy, rather than hysterectomy, in 
patients who are in the childbearing years, and 
ovarian cystectomy rather than oophorectomy in 
patients who have not reached the menopause, 
are surgical procedures based on sound common 
sense and an understanding of pelvic physiology. 
The use of radiation and androgens in the man- 
agement of fibromyomata have been suggested as 
being useful in certain cases, but we agree with 
Greenhill’ who believes that there are only two 
general methods of treatment: observation and 
surgical removal. 


A plan of conservative treatment is employed 
in the management of patients with endometriosis. 
The use of testosterone as advocated by Hirst,* 
Miller,> Salmon,® and Creadick,’ may be of value 
in the control of symptoms of these lesions. When 
surgery is employed, the extent of the procedure 
is determined by the patient’s age as well as the 
amount of involvement. In the younger group 
of patients, extensive dissection of the involved 
tissue is carried out with preservation of the 
uterus and childbearing function in most in- 
Stances. X-ray treatment is reserved for the 


older patients and for those whose symptoms 


cannot be controlled by non-castrating pro- 
cedures. 


Bleeding associated with salpingo-oophoritis, 
endometritis and cervicitis subsides with control 
of the infection. Antibiotics and chemothera- 
peutic agents have greatly lessened the complica- 
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tions previously encountered from pelvic in- 
flammatory disease. Every case of “cervicitis” 
should be biopsied since early carcinoma is clin- 
ically indistinguishable from benign cervicitis.® 
When a benign pathological report has been ob- 
tained, treatment with cauterization and/or 
douches should be instituted. 


Bleeding caused by cervical stenosis or stric- 
ture is not uncommon. Hematometra and pyo- 
metra are frequent complications of this ab- 
normality. Before bleeding is attributed solely to 
the cervical stenosis, one should rule out the 
possibility of other intrauterine lesions which are 
capable of causing bleeding. Treatment by cer- 
vical dilatation is usually effective in establishing 
drainage and cure. Hysterectomy is reserved for 
those cases in which repeated dilatation fails to 
maintain adequate drainage. 


Cervical and endometrial polyps are commonly 
encountered lesions and always demand investi- 
gation. In a series of 228 patients with cervical 
polyps, Newgard and Morton? found that 72 
patients had no gynecologic complaints. Seventy- 
six patients complained of bleeding, but an as- 
sociated pathologic condition was found in 61 of 
these cases which could more readily explain the 
bleeding. In 82 cases with endometrial polyps, 
51 were found to cause bleeding. Regardless of 
the presence or absence of bleeding, polyps should 
be removed and should be examined by a com- 
petent pathologist since malignant changes which 
are not grossly detectable do occur. In Newgard 
and Morton’s series, malignant changes had 
occurred in three endometrial polyps, an inci- 
dence of 3.6 per cent. They found no malignant 
change in the group of cervical polyps, and they 
say that malignancy in a true polyp rarely, if 
ever, occurs. However, we have recently observed 
three cases of carcinoma in cervical polyps, one 
of which spontaneously separated from the cervix 
during the second stage of labor. Cervical polyps 
can usually be removed by simple excision fol- 
lowed by cauterization of the base. Dilatation 
and curettage are required for endometrial polyps. 
We do not use radium in the treatment of benign 
polyps. 


SUMMARY 


An analysis of 2,054 consecutive, referred 
obstetric and gynecologic office consultations has 
been made to determine the incidence of uterine 
bleeding as a principal complaint in benign pelvic 
lesions. There were 418 patients who complained 
primarily of abnormal bleeding and who were 
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found to have benign pelvic conditions, an in- 
cidence of 20.3 per cent. 


Conservative management for benign pelvic 
lesions is advocated. 
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DISCUSSION (Abstract) 


Symposium on Uterine Bleeding, Section on Gynecology, 
papers of Dr. Jean P. Pratt, Dr. William M. Allen, 
Drs. Harold M. Sluder and Frank R. Lock, and Dr. 
Walter L. Thomas (paper by Dr. Thomas was his 
Chairman’s Address and was published in the Southern 
Medical Journal for January 1951, pages 19-22). 


Dr. Hugh G. Hamilton, Kansas City, Mo—One of the 
most interesting things that has come out recently on 
the menstrual cycle has been by Dr. Hughes of Syracuse, 
New York. In his work on habitual abortion, he showed 
that there is not a proper maturation of the endometrium 
and particularly of the blood vessels of the lining glands 
of the endometrium unless there is proper hormonal bal- 
ance, and particularly unless the estrogenic balance is 
proper. 

He showed, therefore, that if small amounts of natural 
conjugated estrogens are administered to the woman who 
is having habitual abortion, and who shows flattening 
of the temperature curve in the latter part, she will have 
a properly developing endometrium; the blood vessels 
will mature in the lining of the glands, and she will carry 
her child, instead of being an habitual aborter. 

As Dr. Allen said, this condition is not a pathologic 
process that involves a disembodied uterus, tubes and 
vagina. These women should be checked for the possi- 
bility of for example, thrombocytopenic purpura when 
excess bleeding occurs. 


In the last five years I have seen three cases of meno- 
metrorrhagia, one of my own and two in consultation, 
with a presenting symptom of thrombocytopenic purpura. 
In another group of menorrhagia, administration of 50 
to 100 r. of radiation over the spleen, will relieve the 
condition. True, this is a small and rare group. 

Often the menometrorrhagia is largely a matter of the 
general nutritional status, sometimes of the thyroid. 
Probably I have had more good fortune in the treatment 
of menometrorrhagia with thyroid extract than with 
estrogen or by any other method. 

Dr. Lock brings out the fact the lesions that are non- 
malignant comprise a very large percentage of our prob- 
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lems. His figure that 20 per cent of all the women 
presenting gynecological complaints complain of abnor- 
mal bleeding, is probably true in the average practice. 


Dr. Laman A. Gray, Louisville, Ky—The mechanism 
of progesterone therapy for the control of metrorrhagia 
is a most interesting one. As a rule, functional uterine 
bleeding occurs from non-secretory, proliferative endo- 
metrium, which varies interchangeably from the interval 
phase to the true endometrial hyperplasia with its large 
swiss cheese non-secretory glands. Bleeding from such 
an endometrium occurs from multiple isolated ulcera- 
tions, most of the endometrium remaining intact in the 
uterus. Complete sloughing of the superficial layers of 
the endometrium rarely occurs, except in some cases with 
prolonged bleeding. As a rule, the curette can remove 
a moderate or large amount of endometrium. 


At the onset of normal menstruation after ovulation 
and the effect of normal endogenous progesterone, ap- 
parently spasm occurs in the spiral arterioles of the 
superficial layers of the endometrium, which is followed 
by death of tissue, necrosis and fragmentation of the 
superficial endometrium. This process is usually gen- 
eralized. It is followed by crumbling away of the endo- 
metrium in the blood of the open small blood vessels in 
a fairly homogeneous and even manner, proceeding down 
to the basal layer which remains in the uterus. 


After progesterone is given to the patient with func- 
tional uterine bleeding and is effective for four or five 
days, the endometrium is sensitized, even if not brought 
to a full progestational pattern. As the progesterone 
rapidly leaves the blood stream, a similar spasm followed 
by generalized necrosis and fragmentation occurs. The 
endometrium falls away over four or five days as in 
normal menstruation, apparently leaving only the basalis. 
Bleeding ceases and recurs only after the endometrium 
has grown over three weeks or longer. 


To control functional uterine bleeding with proges- 
terone, one may use progesterone in different dosages and 
methods. The effect presupposes a normal or nearly 
normal amount of estrogen present. With functional 
bleeding this is almost invariably true, and added estro- 
gens are unnecessary. The most reliable effects in our 
experience have followed 10 mg. progesterone in oil daily 
for 5 days, and 50 mg. in oil every other day for two 
doses. Many other products are of interest, but less pre- 
dictable. The first method is most constant in effect, and 
the second (50 mg. in oil for two doses with one day 
interval) most pleasant because only two injections are 
necessary. Recently satisfactory withdrawal bleeding oc- 
curred in 34 out of 37 series of injections. It was 
thought the three failures of withdrawal bleeding oc- 
curred with temporary hypo-estrinism and temporary 
secondary amenorrhea. A single injection in oil is fol- 
lowed by too rapid absorption and excretion of proges- 
terone over 2-3 days. The aqueous suspensions of 
progesterone are absorbed slowly and withdrawal bleed- 
ing occurs an average of 7 days later (sometimes much 
later), being less predictable. 

Progesterone is used as another instrument in control 
but in itself is not curative. Spontaneous cure fortu- 
nately follows control for several months in many cases. 
Actually, more important points in the management of 
functional uterine bleeding have to do with correct diag- 
nosis from physical examination, ruling out pelvic in- 
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flammatory disease, fibroid tumors, polypi, and retained 
membranes. If these obvious organic factors are ruled 
out, currettage should be performed in all cases in women 
above the age of 25 before hormone therapy is used. 
Carcinoma must be suspected in all cases with abnormal 
bleeding until definitely ruled out by microscopic exami- 
nation. Not only is the curettage diagnostic but fortu- 
nately curative in some unknown manner in half the 
cases. Proper general health, including correction of 
obesity, is most important in cure. Thyroid medication 
in subclinical hypothyroidism is the most valuable hor- 
mone therapy. Fortunately most cases of metrorrhagia 
are minor, temporary, and often self-limiting. There re- 
main occasional cases of intractable endometrial hyper- 
plasia which cannot be cured by any conservative ther- 
apy today. Certainly the puberty metrorrhagia case 
should be treated by progesterone intermittently for 
years if necessary to give the child every chance to revert 
to normal. 


Dr. Waverly R. Payne, Newport News, Va—Bleeding 
is a common complaint. The patient may over- or 
under-estimate the amount of her blood loss. Accurate 
laboratory studies are therefore necessary. The essayists 
have discussed the importance of diagnostic curettage 
and biopsy polyps of suspicious lesions. This should be 
emphasized. I should like to make the additional point 
that blood dyscrasias and blood loss from extra-genital 
lesions (such as hemorrhoids) may result in uterine 
bleeding. Nutritional disturbance likewise may be a fac- 
tor. The policy of conservatism in the treatment of 
fibroids is endorsed. Many times the fact is overlooked 
that fibroids are coincidental to disturbances of the en- 
dometrium. A dilatation and curettage may not only 
strengthen the diagnosis but may relieve the symptoms. 
Our criterion for radical treatment of fibroids is as 
follows: 


(1) Rapid growth 

(2) Too frequent menstruation 

(3) Excessive menstruation 

(4) Increasingly painful menstruation. 


I was glad to hear the condemnation of radium in the 
treatment of fibroids. In large tumors it is of no value, 
and in small tumors it may confuse the diagnosis of 
cancer. I have seen two such cases in the past year. 


Dr. W. C. Keettel, Iowa City, Ia—Many individuals 
with genital malignancy have been treated and even 
operated upon for benign lesions before a correct diag- 
nosis was established. Reasons for these errors may be 
inadequate training, incomplete examination, and care- 
lessness. A simple pelvic examination with emphasis upon 
cervical visualization, biopsy, and cytologic smears, or 
the performance of a curettage will easily, cheaply, and 
correctly establish the diagnosis in most instances. The 
physician must remember that in 75 per cent of patients 
having cervical malignancy and in 92 per cent of patients 
with endometrial carcinoma the initial symptom is 
irregular vaginal bleeding. 


To ascertain how frequently diagnostic errors occur, a 
review of our cervical and endometrial carcinomas was 
made. From this study it was apparent that a few 
patients with cervical carcinoma had been incompletely 
examined or informed that they had “bleeding fibroids” 
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which required a subtotal hysterectomy. Other pa- 
tients were treated for months with injections, douches, 
or repeated cauterizations of the cervix before a correct 
diagnosis was established. 


Between July 1, 1926 and December 31, 1948, 1,514 
new cases of cervical carcinoma were treated at the Uni- 
versity of Iowa hospitals. Of this number 107 or 7 per 
cent had a previous subtotal hysterectomy; 58 of these 
had been performed one or more years before the ap- 
pearance of symptoms. Nevertheless, 49 or 3.2 per cent 
of patients were operated upon because of vaginal bleed- 
ing and in the majority of instances the preoperative 
diagnosis was bleeding due to “fibroids.” These patients 
continued to have bleeding following surgery, and when 
examined pelvically weeks later, often for the first time, 
the diagnosis of cervical carcinoma was made. 


These errors are serious since the five-year survival in 
this group of 49 patients was 16 per cent as compared 
to 40 per cent five-year salvage when patients were 
treated entirely in our department. This emphasizes 
what Dr. Thomas has pointed out, that a careful pelvic 
examination including adequate visualization of the 
cervix and biopsy of any suspicious areas, should be done 
on women reporting irregular vaginal bleeding. 


Our experience with endometrial carcinoma would 
seem to indicate that diagnostic errors are even more 
common. This may be due to the fact that vaginal 
bleeding is not so profuse and is often only pinkish or 
brownish in character. Of 330 cases of endometrial car- 
cinoma that were studied between July 1, 1926 and 
January 1, 1945, 33 or 9.9 per cent were treated or 
operated upon without a diagnosis of malignancy’s being 
made. Many had previously been treated elsewhere for 
weeks for senile vaginitis, cervical polyps, urethral carun- 
cles or hemorrhoids. In 5 per cent of the endometrial 
carcinomas a subtotal hysterectomy had been done, and 
not until the pathologist had returned the diagnosis did 
the physician realize he was dealing with malignancy. 

In this group of patients the prognosis was less favor- 
able because of this delay. It thus behooves all physi- 
cians to consider irregular bleeding, especially if post- 
menopausal, as due to malignancy until proven other- 
wise. 

I feel one should be rather cautious in performing a 
laparotomy if curettage and pelvic findings are negative. 
We have done several unnecessary laparotomies on such 
patients. The functional malignant tumors of the ovary 
are seldom so small that they cannot be readily 
palpated on pelvic examination; and on the other hand 
some of these tumors do not produce enough estrogen 
to cause vaginal bleeding. 


Dr. Karl John Karnaky, Houston, Tex.—In the Men- 
strual Disorder Clinic at Jefferson Davis Hospital we 
observed that the most regular thing about normal men- 
struation is its irregularity. Most women have an attack 
of bleeding at some time in their lives, and this condition 
corrects itself of its own accord. 


Patients who bleed near, during or after the menopause 
are never dismissed even if cancer is not found after a 
careful examination, dilatation and curettage and one or 
two cancer smears and biopsies. 

In 484 consecutive private patients, no patient below 
the age of 35 needed to be curetted in a hospital or to 
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have a hysterectomy to stop uterine bleeding. The rou- 
tine curettage for uterine bleeding as advocated by some 
in patients below the age of 35 is, to me, a very useless 
procedure because as many would get well with no treat- 
ment or just with bed rest. The trouble with the rou- 
tine currettement idea is that many more patients would 
be sent to the hospital for a dilatation and curettage and 
instead of getting the dilatation and curettage alone 
would also get a hysterectomy in many cases. Some 
would expire from the operation and many would have 
pelvic adhesions, intestinal obstruction, painful pelvis, 
and so on. In our large city and county hospital we 
have 4.4 adenocarcinoma of the endometrium per year 
and there are about 15,000 admissions yearly. In my 
private practice of 13 years, in 4,900 consecutive patients 
(most being gynecological and many referred because of 
uterine bleeding) only 2 adenocarcinomas of the endo- 
metrium have been encountered. Yet I am afraid that 
more patients have died from hysterectomies at the meno- 
pause than have been saved from death from cancer. 
In patients below the age of 35 a good curettage with 
a Randall curette or a small regular curette in the office 
and three intra-uterine cancer smears in one week aid 
greatly in making a correct diagnosis. Because hysterec- 
tomy is a safer and easier procedure since anesthesias, 
antibiotics and blood banks have been improved, is no 
reason to be less hesitant to operate in cases of func- 
tional uterine bleeding. Functional uterine bleeding is 
an endocrine disturbance like diabetes. Almost every 
case can be corrected by endocrine or no treatment and 
so a hysterectomy is rarely necessary. In my 13 years 
no hysterectomy has been done. However, if a patient 
has large myomas, bilateral ovarian tumors above 5 
centimeters or an appendix which is diseased, then when 
the abdomen is opened a hysterectomy may be in order. 


Being the one who introduced to the medical profes- 
sion estrogens for the treatment of functional uterine 
bleeding and various endocrine menstrual disorders I 
would like to say that I believe that A.P.L. hormone, 
progesterone (we have found no use for progesterone in 
any menstrual disorder), pregnant mare’s serum, and 
androgens are falling by the wayside and estrogens with 
B complex and a well balanced diet are being used more 
and more in menstrual disorders. No cyclic (estrogen 
and progesterone) therapy is necessary, just estrogen 
alone plus B complex vitamins. The use of one in- 
jection of testosterone propionate with estrogen intra- 
muscularly or tablets by mouth is showing some promise 
in a few mild cases of functional uterine bleeding. 


Many physicians prescribe estrogen sulfate in the 
treatment of functional uterine bleeding. We have 
found that 0.025, 0.05 and 0.1 milligram of micronized 
stilbestrol will do the same work as 0.625, 1.25 to 5.0 
milligrams of expensive estrone sulfate. Because 1.25 
milligrams of estrone sulfate does not cause as much 
nausea and vomiting as 0.5 to 1.0 milligram of stilbestrol, 
some may get the impression that estrone sulfate is more 
potent estrogenically and better. This only means that 
0.5 to 1.0 milligram of stilbestrol is many times more 
potent estrogenically than 1.25 milligrams of estrone 
sulfate. Remember estrone is an excretory product of 
estradiol metabolism and so is very weak estrogenically. 


If a patient has a profuse flow over a long period of 
time, 25 to 50 milligrams of micronized stilbestrol are 
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given every 15 minutes until bleeding stops. This ‘usually 
takes 2 to 5 doses, one to two hours or more. Then % 
of a 25-milligram tablet is given and increased every 
night at 9 until 1 to 2, 25-milligram tablets are taken 
for six weeks. If spotting or bleeding ever occur, two 
25-milligram tablets are given every 15 minutes until 
bleeding stops. The idea is to keep the patient amen- 
orrheic. This will usually correct most functional uterine 
bleeding cases and most menstrual disorder cases. This 
is the method of choice. In 4 to 7 days most patients 
become tolerant to stilbestrol and are no longer nause- 
ated or vomit from the drug. Injection of 10 cc. of 
stilbestrol in oil into the anterior wall of the cervix will 
stop almost every case of functional uterine bleeding 
immediately. I have never seen a case of functional 
uterine bleeding that could not be stopped with stilbes- 
trol if the dose was large enough and given over 12 to 
24 hours. 


My dosage schedule for stilbestrol in functional uterine 
bleeding has been modified greatly since micronized stil- 
bestrol was put on the market. Smaller doses may be 
given because the crystals are 15 times smaller than a 
red blood cell and the entire amount passes through the 
blood vessel and gastro-intestinal wall. With stilbestrol 
that has not been micronized about 50 to 70 and even 
99 per cent of the stilbestrol passes into the stool and so 
is wasted. Stilbestrol and other estrogens are inert until 
activated by vitamin B complex. If patients are nau- 
seated by stilbestrol, vitamin B complex will relieve 
this. Patients who are not nauseated by stilbestrol ap- 
parently have a sufficient amount of B complex in the 
system. Small doses of B complex and thyroid will cure 
many cases of mild functional uterine bleeding. Vitamin 
C also increases the potency of stilbestrol. 


Estrogen alone with B complex vitamin and adequate 
diet was the only treatment used in the Menstrual Dis- 
order Clinic for years in over 1000 menstrual disorder 
cases with gratifying results. In my own 484 private 
cases of dysfunctional uterine bleeding only estrogens, 
vitamins and adequate diet were used. 


Dr. Howard W. Jones, Jr., Baltimore, Md.—I had not 
intended to say anything, because Dr. Gray expressed my 
sentiments almost exactly, but when the stilbestrol advo- 
cates bring up ammunition, I feel I should unlimber. 

We have no trouble with nausea from stilbestrol, be- 
cause we don’t use it. My remarks are based on a study 
of more than 700 cases of functional uterine bleeding 
which were reported last year by Dr. Georgeanna Jones 
and Dr. TeLinde. One reason that stilbestrol works well 
is that all one need do is curette six out of seven pa- 
tients and the bleeding will stop. If all of them had 
been given stilbestrol, one would immediately have a 
very good cure rate. If one confines his real endocrine 
activities to the residual, about a hundred cases out of 
seven hundred, he will find as Dr. Gray pointed out that 
about eighty of those are associated with endometrial 
hyperplasia and a non-secretory endometrium. 


If one gives progesterone in those cases, the only fail- 
ures will be failure of accurate diagnosis. To be specific, 
in the series I referred to, there were two cases which 
should be considered as failures. One of those was 4 
misdiagnosed pelvic inflammatory disease. The other 
The remaining cases 


was also an incorrect diagnosis. 
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with a few exceptions, again referring to this hundred, 
will be with secretory endometrium, and as Dr. Allen 
pointed out, they are the cases associated with throm- 
bocytopenic purpura, malnutrition and the like. The 
only time we do exhibit estrogenic substances, and there 
is a place for it in the treatment of functional uterine 
bleeding, is when one gets an atrophic endometrium, and 
that will be in about two instances out of seven 
hundred. 


Dr. C. H. Mauzy, Winston-Salem, N. C—It is our 
policy to have all cervical polyps examined microscopic- 
ally. In the past year we have found three instances of 
carcinoma arising in a cervical polyp. In the patient 35 
years or over, we prefer to perform a dilatation and 
curettage because often another polyp, higher in the 
cervical canal, will be missed by the simple office re- 
moval of the visible polyp. 


Our management of fibroids is conservative. We have 
performed major surgery in less than 20 per cent of our 
cases. We have not been impressed with the pain symp- 
tom unless degeneration is occurring in the fibroid. 


Just a word of caution in regard to the management 
of senile vaginitis. One must not overlook the fact that 
adenocarcinoma of the uterus may also be present. We 
have recently seen several cases in which the diagnosis 
was missed because a dilatation and curettage were not 
done. Senile vaginitis did not necessarily account for 
all vaginal bleeding. 


Dr. Pratt (closing).—Since Dr. Allen was to speak on 
this symposium it was not necessary for me to discuss 
progesterone, because, as you know, he is the one who 
discovered and isolated progesterone and he has done a 
tremendous amount of scientific and practical work on 
the subject. He has emphasized the importance of pro- 
gesterone deprivation bleeding. 


The records of many patients were presented to show 
the effects of the amounts of the hormone and timing of 
administration in relation to bleeding. It should be 
noted, however, that at the bottom of the chart was 
written also the amount of estrogens given. When estro- 
gens are given to a castrate, withdrawal bleeding occurs, 
but progesterone requires priming of the uterus with 
estrogens before bleeding is induced. Estrogen effects 
can be obtained independently but progesterone effects 
imply some combination of the two hormones. We need 
to know more about the combination of hormones to 
solve the problem of uterine bleeding. Evolution of the 
idea of menstruation is still proceeding. 


Dr. Allen (closing).—It is obvious that no final dis- 
cussion can serve to close this friendly argument. Some 
will prefer to use estrogens and others will prefer to use 
progesterone. The treatment is designed to control the 
bleeding and, if possible, to effect a cure. We are in- 
debted to Dr. Karnaky for originally showing the effec- 
tiveness of stilbestrol in controlling bleeding. The mode 
of action remains uncertain. The use of progesterone is 
more logical since functional uterine bleeding is usually 
due to failure of ovulation and hence is associated with 
progesterone deficiency. In any case, the discussion has 
certainly emphasized the general usefulness of the female 
sex hormones in the treatment of this condition and it 
has pointed out again that x-irradiation. with either x-ray 
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or radium no longer is indicated except in occasional 
patients near the natural menopause. 


Dr. Thomas (closing).—I might add that in the post- 
menopausal group, if the patient continues to bleed after 
a curettage or two curettages (this is of rare occurrence 
in the first place), we may be justified in exploring that 
patient. We have found in several instances that we have 
overlooked a small malignancy in the fundus of the 
uterus which we were unable or failed to reach with the 
curette. Dr. Matthews stated yesterday that curettage 
is a difficult procedure to do at times, especially in the 
small senile uterus. A small uterine malignancy, polyp, 
or ovarian tumor, could be missed. By all means the 
individual should be carefully and regularly followed. 


MESANTOIN® IN THE MANAGEMENT OF 
THE HOSPITALIZED PSYCHOTIC 
EPILEPTIC* 


REPORT OF TOXIC EFFECTS AND ONE FATALITY 


By Leopotp Horstattrer, M.D.* 
St. Louis, Missouri 


Epileptic seizures continue to be a serious 
handicap. The mere occurrence of epileptic 
seizures imposes all sorts of restrictions upon the 
victims. With them the epileptic may find him- 
self confronted on many occasions: in school, in 
his neighborhood, at home and at work. Emo- 
tional stress states are set up by what amounts to 
ostracism because of his illness; they often may 
be the determining factors in precipitating, main- 
taining, or intensifying the occurrence of seizures 
in individuals with cortical dysfunction as re- 
flected in cortical dysrhythmia.! 

This is not less true for the epileptic when his 
maladjustment has made admission to a mental 
hospital mandatory. Not only may hospital life 
of the epileptic be punctuated by seizures and 
the resulting injuries to himself, his irritability 
and attacks on others, but restrictions in regard 
to recreation, work and visits with his family 
may often appear unavoidable. 

Efforts to control the seizures effectively, to 
alleviate the reactive stress states and to enable 
the epileptic to lead a fairly normal life have 
marked the progress in the field of epilepsy.” 

Ingenious experimental methods for the de- 
termination of anti-convulsant properties of 


*Read in Section on Neurology and Psychiatry, Southern Medical 
Association, Forty-Fourth Annual Meeting, St. Louis, Missouri, 
November 13-16, 1950. 

*The mesantoin® used in this study was furnished in part by 
Sandoz Pharmaceuticals, Division of Sandoz Chemical Works, Inc., 
New York, New York, through the courtesy of Mr. Sidney H. Lane. 

7From the Department of Neuropsychiatry, Washington Uni- 
versity Medical School and the St. Louis State Hospital, St. Louis, 
Missouri. 
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chemical compounds were devised.» Animal ex- 
periments in cats were conducted in large num- 
bers to study their protective action against 
electrically induced convulsions and their effec- 
tiveness in raising the convulsive threshold. Acute 
and chronic toxicity studies of these compounds 
in animals (cats) were performed to determine 
whether they could be considered suitable for 
clinical use in patients subject to convulsive 
seizures. Extensive clinical studies finally yielded 
sodium 5,5 diphenyl hydantoinate, as the most 
‘ effective agent for the prevention of grand mal 
and psychomotor attacks,* particularly in con- 
junction with phenobarbital.* 


Despite the excellent results obtained with 
sodium 5,5 diphenyl hydantoinate in grand mal 
and psychomotor seizures, it is effective in only 
65 per cent of patients,® and limited in some in- 
stances by associated toxic side reactions like 
ataxia, nystagmus, gastric distress, leukopenia, 
skin rashes and hypertrophy of the gums.’-!! 


Mesantoin,® a 3-methyl-5,5 phenylethylhydan- 
toin, has been in use for several years and seems 
to have found acclaim as an effective anti-epileptic 
drug.'? In rabbits its influence on the threshold 
of electrical convulsions was similar to 5,5 di- 
phenylhydantoin;'* in rats, mesantoin® was the 
most effective of the hydantoinates in abolishing 
the tonic phase of electroshock seizures,'* though 
in man it was not more effective than diphenyl- 
hydantoin sodium.!> 


Kozol!® considered mesantoin® a valuable addi- 
tion to the small list of drugs available for the 
treatment of epilepsy. Lennox!®* employed 
mesantoin® successfully in many patients with 
major seizures refractory to diphenylhydantoin or 
phenobarbital. Loscalzo,!’ who in 1945 first re- 
ported the successful use of mesantoin,® found a 
strikingly low incidence of side effects in the 
treatment of the epileptic. More recently, how- 
ever, increasing attention has been directed to 
more serious side effects of mesantoin,® namely, 
exfoliative dermatitis's-?° and severe paiicy- 
topenia.?!-30 

Although phenobarbital and diphenylhydantoin 
alone or in combination had either controlled or 
reduced the number of seizures in the majority of 
the epileptic population of the St. Louis State 
Hospital, a number of patients still continued to 
have seizures which could not be controlled. En- 
couraged by the favorable results obtained by the 
first investigators of mesantoin,® we decided to 
give it a trial in patients who had not responded 
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satisfactorily to other drugs. The degree of 
therapeutic effectiveness of mesantoin® in other- 
wise uncontrolled grand mal seizures and the 
minor and major side effects encountered are the 
subject of this study. 


SELECTION OF PATIENTS 


We selected for this study fifty men patients 
with generalized convulsive seizures, who prev- 
iously had proved refractory to often maximally 
tolerable doses of other anti-convulsants. These 
were chronic epileptic patients who had been suf- 
fering with seizures for many years, even from 
childhood, the number increasing at the time of 
adolescence. A few patients developed convulsions 
in connection with luetic meningo-encephalitis, or 
subsequent to bilateral prefrontal lobotomy by 
various technics. Other patients showed evidence 
of a gross brain damage due to malformations, 
birth injuries or virus encephalitis in childhood, 
with intellectual impairment. The majority of our 
patients were at least middle-aged, and therefore 
represented an older patient group in general. 
Ages ranged from 18 to 60 years, with an average 
of about 38 years. Epileptic seizures could be 
traced back over a period of from 1 to 60 years. 
All the patients had predominantly generalized 
convulsions varying in intensity and number, 
with or without preceding aura, focal in origin or 
idiopathic in nature. All of them had been treated 
before with the synergistic combination of pheno- 
barbital and diphenylhydantoin for periods rang- 
ing from 1 to 9 years. For the facilitation of drug 
administration and follow-up, most of the patients 
resided in one particular ward with personnel 
trained and alert in the recognition and recording 
of seizures. The follow-up extends over a period 
ranging from 14 to 42 months. 


Method of Administration —Mesantoin® in this 
series of patients was used gradually and increas- 
ingly to replace diphenylhydantoin sodium in 
the diphenylhydantoin-phenobarbital combination, 
without eliminating or reducing diphenylhydan- 
toin sodium when mesantoin® was first pre- 
scribed.3! 

The trial was directed toward optimal thera- 
peutic effect rather than maximal tolerance of 
the drug administered. Mesantoin® was added to 
the previous medication by gradually increasing 
the amounts until the optimal therapeutic effect 
was obtained. The range of the mesantoin® dose 
for the attainment of optimal effect varied greatly 
in the individual patient; the wider range of 
dosage permitted a more gradual and flexible ad- 
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justment of the optimal dosage to the individual 
requirement. Diphenylhydantoin was gradually 
withdrawn in order to avoid a sudden increase in 
seizures from rapid withdrawal.*? 

As a further precaution, later on, as soon as 
serious toxic side effects, particularly on the 
blood forming structures in patients sensitive to 
mesantoin,® came to our attention from the liter- 
ature as well as from our own observation, in 
addition to routine laboratory tests, regular com- 
plete blood counts were done monthly during the 
critical period®’ of the first year of administration 
of mesantoin® and every three months sub- 
sequently. 

Mesantoin® was started with 50 mg. three times 
daily, after breakfast, dinner and supper. In 
regular intervals of one to three days, another 100 
mg. was added to the daily dose, overlapping the 
previous medication. When the mesantoin® dose 
was built up to 400-500 mg. a day, diphenyl- 
hydantoin was reduced by one daily capsule of 
100 mg. each week. The optimal dosage of 
mesantoin® varied from as few as 300 up to 800 
mg. daily for the individual patient, but most of 


the patients were controlled with 500-600 mg. 
daily. 


RESULTS 


The effectiveness of the control of convulsive 
seizures with mesantoin® (Table 1) is evidenced 
by the decreased seizure incidence and the pro- 
longed attack-free intervals. With mesantoin,® the 
frequency of attacks for the entire group of 50 
patients was reduced to about one-fourth, the 
longest interval between attacks being more than 
tripled. It must be kept in mind, however, that 


EFFECT OF MESANTOIN® THERAPY UPON AVERAGE 
MONTHLY SEIZURE FREQUENCY AND INTERVAL 
BETWEEN SEIZURES IN MONTHS PER PATIENT 


No. of Frequency Interval 
Patients 
> a 
= 
ae 
ss 22 32 #2 32 
Entire 
series 50 3.7 1.0 #23 3.5 11.5 Raa 
Greatly 
improved . 30 23 1 :10 
Improved 10 4.6 1.5 5 1:7 
Slightly 
or not 
improved 10 3.3 2.3 1.5 2 <4 


Table 1 
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the seizure incidence prior to the mesantoin®- 
phenobarbital medication had already been re- 
duced to a certain extent by the preceding 
diphenylhydantoin-phenobarbital combination. 


According to their response to r» santoin® treat- 
ment, the 50 patients were divided into 3 groups: 
greatly improved, improved, slightly or not im- 
proved. Greatly improved were considered pa- 
tients with attacks reduced to at least one-fourth 
or with the longest interval between seizures pro- 
longed to at least 4 times. Patients were con- 
sidered as improved when the frequency of their 
attacks was reduced at least one-half, or the 
longest interval between attacks at least doubled. 
In the slightly or not improved group are patients 
who failed to meet the criteria for inclusion in 
either of the two improved groups. 


Out of the 50 patients studied, 30 patients were 
greatly improved; the average frequency of at- 
tacks per patient was reduced to one-seventh of 
the frequency with the diphenylhydantoin-pheno- 
barbital combination. In these 30 patients the 
longest interval between attacks was increased 
about ten-fold. 


There were 10 out of the 50 patients who were 
considered improved only; their average fre- 
quency of attacks was reduced to one-third, and 
the longest interval between attacks was increased 
an average of seven-fold. 


In the remaining 10 patients, who were classi- 
fied as slightly or not improved, there was no 
significant difference of seizure frequencies and 
of longest intervals between seizures with mesan- 
toin®-phenobarbital as compared with diphenyl- 
hydantoin-phenobarbital. 


DISCUSSION 


From our results it is evident that 40 out of 
50 patients have shown improvement with mesan- 
toin® that exceeded the therapeutic effect of 
diphenylhydantoin previously administered to the 
same patients. 

In addition to the protective effect of mesan- 
toin® that resulted in a numerical reduction and 
temporal spacing of the seizures, it was also noted 
that the remaining convulsions were greatly re- 
duced in intensity and duration, and often were 
limited to abortive seizures. The usual sequence 
of events in the grand mal seizure would come to 
an early stop without taking its former full 
course. This milder type of seizures had not been 
observed in these patients before mesantoin® 
medication. 


= 
f 
q 
g 
y 
d- 
t « 


830 


It was encouraging to find that in 24 of the 30 
greatly improved patients, the attacks were com- 
pletely controlled with mesantoin® and no seiz- 
ures have occurred for the last one to three years. 
Although some of these individuals had responded 
to diphenylhydantoin, in no instance did their 
attack-free interval exceed three to four months. 


It was also possible to maintain the beneficial 
effect with mesantoin® alone in 10 of these 24 
patients. Without increasing the established 
optimal mesantoin® dosage, phenobarbital was 
withdrawn gradually as soon as the patient had 
been without seizures for at least 6 months. No 
unpleasant reaction to this procedure, like rest- 
lessness, irritability or sleeplessness, was noted in 
these patients. 


Serial seizures and status epilepticus, previously 
quite frequent in a number of patients, have 
occurred occasionally in only one of the patients 
of the unimproved group. 


The improvement as a result of mesantoin® 
therapy was greatly reflected in the remarkable 
decrease of seizures in the ward, and greatly con- 
tributed to the general betterment of hall con- 
ditions. Patients became free of their bleak feel- 
ing of anticipation and could devote their time to 
group activities, recreation in the ward or in the 
park. Many of the patients who had been idle 
previously could be given work assignments 
formerly denied to them because of the risks in- 
volved. The attitude of many patients has 
changed from irritability and suspiciousness to 
friendliness and sociability, which has reduced the 
nursing care and added to their comfort. In- 
juries sustained during convulsive seizures, or in- 
flicted on others during periods of irritability or 
confusion, have become rare. 


TOXIC SIDE EFFECTS 


No patient in our series showed signs of gastric 
discomfort, hirsutism, glandular swelling, exfoli- 
ative dermatitis or gum hyperplasia in response 
to mesantoin.® Hypertrophic gums, a frequent 
toxic side effect from the preceding diphenyl- 
hydantoin sodium medication, usually returned to 
a normal appearance within several months after 
its replacement by mesantoin.® 

Nevertheless some of the toxic side effects of 
which no one compound of the hydantoin group** 
can claim complete freedom were encountered in 
6 of the 50 patients. A morbilliform pruritic skin 
rash over the flexor surfaces of the arms and 
over the scrotum was noted in a patient after 


SOUTHERN MEDICAL JOURNAL 


September 1951 


several months of mesantoin® medication without 
any associated blood dyscrasia. It is disappearing 
slowly after discontinuation of the drug. Dizzi- 
ness and ataxia in another patient whose seizures 
were not controlled with 700 mg. of mesantoin® 
made it advisable to discontinue mesantoin.® It 
is noteworthy that this patient had shown the 
same sign of toxicity to diphenylhydantoin before. 
A mild degree of drowsiness was observed in 
three other patients who were taking 500 to 600 
mg. mesantoin® daily, but this was controlled 
with 5 mg. dextro-amphetamine sulphate in the 
morning and noon. 


Unfortunately, in the very beginning of our 
study, we lost a patient from severe pancytopenia. 


For 8 months this patient had received 300 mg. of 
mesantoin® daily. He had not shown any disease symp- 
toms until eight days prior to his death. Without any 
preceding warning signals, signs and symptoms attribut- 
able to pancytopenia appeared suddenly and progressed 
rapidly until death. The patient was admitted to the 
acute hospital ward with sore throat, headaches, cough, 
and fever of 103.4° F. Twenty-four hours later pete- 
chiae appeared on face, neck, forearms, buttocks, and 
legs. The red blood count then showed 3,300,000 red 
cells per cu. mm. with 10.4 grams hemoglobin. The 
white cell count had dropped to 2,300 white cells per 
cu. mm. with 98 per cent lymphocytes, 1 per cent neutro- 
phils and 1 per cent eosinophils. The estimated platelet 
count was less than 500 per cu. mm. The clotting time 
was 5% minutes, the bleeding time more than ten min- 
utes. The bone marrow* from sternal puncture was 
grossly and microscopically hypocellular and contained 
very few granulocytes, very few maturated red cells and 
no megakaryocytes. The differential count on bone 
marrow showed: 1 per cent eosinophils, 2.5 per cent 
myelocytes, 1 per cent metamyelocytes, 0.5 per cent 
segmentophils, 81 per cent lymphocytes, 14 per cent 
plasma cells, and normoblasts 1 per 200 white blood 
cells. 


Mesantoin® was discontinued without delay and inten- 
sive treatment with folic acid and blood transfusions was 
immediately instituted. In spite of all efforts the pa- 
tient showed no improvement, and bleeding from gums 
and rectum became pronounced. The white count 
dropped further to 1100 cells per cu. mm. with 92 per 
cent lymphocytes and a rise of the eosinophils to 8 per 
cent. The red count dropped to 2,520,000 red cells per 
cu. mm. and hemoglobin to 7.2 grams. 

The postmortem examination revealed hypoplasia of 
hemopoietic tissue in the bone marrow, extramedullary 
hemopoiesis in spleen and liver with spleno- and hepa- 
tomegaly, numerous petechial hemorrhages of skin, brain, 
serous membranes, parenchymal organs and intestines. 


In 20 out of 50 patients a modification in the 
differential white blood picture without change 


*The author is indebted to Dr. Carl Moore, Department of 
Internal Medicine, Washington University School of Medicine, 
St. Louis, Missouri, for hematological consultation. 
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in the total white and red cell counts was noted. 
There was a relative reduction of neutrophils not 
below 3000 per cu. mm. with a corresponding 
increase of lymphocytes and a moderate eosino- 
philia with or without reduction of the mono- 
cytes. These findings persisted without other 
signs or symptoms throughout the entire period 
of observation and, by comparison, were not 
different from blood findings in these same 
patients while under diphenylhydantoin sodium 
previously. 


SUMMARY 


On the basis of these studies it appears that 
mesantoin® is an effective drug in the control of 
epilepsy and superior in the majority of cases 
where diphenylhydantoin sodium has previously 
yielded inadequate results. 


The severe toxic side effects upon the hemo- 
poietic system and the sudden onset of leuko- 
penia or pancytopenia which occurred in one 
of our 50 patients emphasize the necessity of 
regular physical and laboratory examinations at 
least once every month during the first critical 
year and every three months subsequently. 


In spite of the need to check the effects upon 
the hemopoietic system at intervals, mesantoin® 
adds effectively to the patient’s comfort, his 
capacity to adjust and to the easing of his 
management. 
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DISCUSSION (Abstract) 


Dr. Walter L. Moore, St. Louis, Mo—The fact that 
in Dr. Hofstatter’s series of fifty cases, 12 per cent had 
toxic reactions and one death occurred, indicates that 
one must guard against toxicity, not only from mesan- 
toin® but also from diphenylhydantoin and the other 
new hydantoins. If one makes an evaluation of the 
reported cases treated with mesantoin® or diphenyl- 
hydantoin, it is found that although there are about 
650,000 epileptics in the United States, the literature 
between 1938 and 1945 mentions only about seven fatali- 
ties from diphenylhydantoin, and four from mesan- 
toin.® Perhaps more emphasis has been placed upon the 
toxicity of these drugs than is warranted by the rela- 
tively small number of fatal cases reported. Even 
though the hydantoin drugs have the ability to produce 
toxic reactions, fatalities are rare. 

In a discussion at the last meeting of the American 
League Against Epilepsy held in Cincinnati, the question 
was raised as to whether or not systematic repeated 
blood counts would actually forewarn of impending 
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pathologic blood changes, thus avoiding the occurrence 
of pancytopenia and its associated high fatalities. How- 
ever, I cannot correlate this with cases reported in the 
existing literature. These show withdrawal of the drug 
immediately upon detection of leukopenia, consequently 
forestalling the occurrence of pancytopenia. 


In the few fatalities reported due to exfoliative der- 
matitis of patients who were receiving mesantoin,® the 
histories revealed a marked sensitivity to phenobarbital 
and diphenylhydantoin. With this in mind, one must 
always use caution in prescribing any hydantoin for a 
patient who has shown sensitivity to any drugs or who 
has a history of allergy of any kind. 


It is imperative to begin medication with small doses, 
gradually increasing the doses until optimal clinical im- 
provement is obtained. Changing from one anti- 
convulsant drug to another should always be done by 
gradually adding increasing doses of the new medication 
while gradually reducing the dosage of the drug being 
replaced. 


Certain variables are encountered in a study of this 
type. Dr. Hofstatter emphasized in the introduction of 
his paper the importance of individual treatment along 
with psychotherapy. I believe this is true for all pa- 
tients. Not only is proper medication important, but 
also proper opportunity should be given the patient to 
discuss his personal problems with the physician who 
can in this way obtain greater insight into the patient’s 
condition. Many times a little psychotherapy is far 
more important than promiscuously prescribing another 
tablet to control the patient’s seizures. 


Another factor to be considered is the use of the 
electro-encephalographic tracing as a means of diagnosing 
the type of epilepsy from which the patient suffers. 
Many times it is not clinically possible to differentiate 
between petit mal, partial grand mal attacks, and the 
various epileptic equivalent states. In these cases the 
electro-encephalogram is of inestimable value to the diag- 
nosis as well as assisting in giving a clearer rationale to 
the proper medication indicated. 

I have used mesantoin® since its introduction in 1939 
and have experienced very satisfactory results in the 
control of grand mal seizures, with between 5 and 7 per 
cent toxic reactions in over 200 treated cases. The only 
toxic reaction I have encountered has been a morbilli- 
form rash which is frequently associated with slight 
fever. This was eliminated in practically every case by 
withdrawing the drug for several days and then giving 
smaller doses than had been prescribed at the time the 
toxic symptoms occurred. Later on, in many cases, the 
drug level has been increased even above that which had 
been employed when the toxic symtoms had first ap- 
peared, without any recurrence of the symptoms at the 
later date. 

Induction of drug therapy at the initiation of treat- 
ment has been essentially the same as recommended by 
Dr. Hofstatter. The same precaution in switching from 
one medical regime to another is also always taken. 


In practically every case I treat I employ a combina- 
tion of phenobarbital with mesantoin.® These two 
drugs are synergistic in their action, thereby enabling one 
to control the seizures with the minimal dosage of 
hydantoin. 
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Dr. Dallas J. Dyer, St. Louis, Mo—lIt is interesting 
to draw a parallel between the series of Dr. Hofstatter 
and one which we have in the Outpatient Epileptic Con- 
vulsive Clinic at St. Louis University. We reported 60 
patients, 58 of whom had been previously treated with 
diphenylhydantoin with poor to fair results, and our 
percentage of improvement is quite parallel to Dr. Hof- 
statter’s. 


Our degree of toxicity was extremely low; four to 
five patients required withdrawal of the drug. All of 
these had skin reactions. These occurred early in the 
series. Since then we have reduced the dosage tempor- 
arily and the skin rashes have subsided. The original 
dosage can then be resumed. 


I think it is important to emphasize that a very im- 
portant advantage in mesantoin® is that a high dosage 
or anti-convulsive level can be reached with this drug 
without toxic manifestations. This cannot be done with 
diphenylhydantoin. 


I think it is of importance to emphasize that the be- 
ginning dosage should be small, half tablet 2 to 3 times 
per day. Dosage should be increased gradually to one 
tablet (grains 11!) after dinner, supper and at bedtime 
rather than after meals. Dosage should then be in- 
creased gradually until an anti-convulsive effect is 
reached. 


Dr. Hofstatter (closing) —Another advantage that we 
have seen from mesantoin® is the possibility of counter- 
acting or balancing a narcotic effect that may result by 
combining diphenylhydantoin and mesantoin®, as often 
done in private practice. This was not included in this 
study destined to compare the effects without making 
the experiment impure, as it were. 


Mesantoin,® like any new preparation that offers new 
hope, is being welcomed in the group of anti-convulsive 
drugs, and the future will show whether better and less 
toxic products can be found. For the time being, in the 
group of present-day available drugs we have a precious 
little chest to conserve. 


THE ROLE OF ANESTHESIA IN 
POSTOPERATIVE ANORECTAL PAIN* 


By Tom E. Situ, M.D.* 
Dallas, Texas 


Second in importance to obtaining good func- 
tional surgical results in proctology is the question 
of elimination of pain following proctologic 
surgery. 

Many approaches to this problem have been 
taken, for example: improvement in surgical 
technic with lessening of trauma and reduction 


*Read in Section on Proctology, Southern Medical Association, 
Forty-Fourth Annual Meeting, St. Louis, Missouri, November 
13-16, 1950. 

tAssociate Professor of Proctology, Southwestern Medical Branch 
of the University of Texas, Dallas, Texas. 
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of postoperative edema; the use of oil and water 
soluble anesthetic agents for perianal and peri- 
rectal infiltration to reduce postoperative pain; 
and the stopping of postoperative anal canal 
packing which has no doubt been a great factor 
in reducing pain. 


Even though the above methods reduce pain, 
up to this time we have had to rely on heavy 
pre- and postoperative medication with morphine 
and barbiturates to reduce postoperative pain to 
the tolerable limit. 


For several years the writer has been trying 
various anesthetic agents in the search for one 
or a combination which would reduce the early 
postoperative pain period to a point of toler- 
ability, or eliminate it entirely. All of us will 
readily admit that the first four hours post- 
operatively are the most severe, and that by the 
end of eight hours the pain has diminished to a 
point where only light medication, such as 
codeine, 1% grain to 1 grain orally, will usually 
suffice to relieve it. 

Our aim has been to find an agent which would 
last eight hours postoperatively, thus eliminating 
the zone of greatest and severest pain. 

Series of cases have been run using: 


(1) Caudal-transsacral blocks, procaine and pipero- 
caine. 


(2) Spinal blocks, procaine 50 mg. 
_(3) Saddle blocks, tetracaine 10 mg. 


(4) Continuous caudal blocks, piperocaine and tetra- 
caine. 


These cases have been analyzed to discover: 


(1) How long the agent lasted before medication was 
requested by the patient for relief of pain. 


(2) How much opiate was taken postoperatively to 
relieve pain. 


(3) How many patients were catheterized for relief 
of urinary retention and how many times. 

From May 1, 1942 to May 1, 1943, while 
serving at the Army’s Brooke General Hospital, 
385 anorectal surgical procedures were done 
under caudal-transsacral block using piperocaine 
or procaine with an average of 90 cc. per case. 

This anesthesia lasted an average of four hours 
before medication was requested in the 73 per 
cent, or 280 cases, which had postoperative medi- 
cation to relieve pain. It is interesting to note 
that 27 per cent, or 105 cases, took no medica- 
tion for relief of postoperative pain. It is to be 
emphasized that all 385 cases had morphine, 4 
grain, and hyoscine, 1/200 grain, one hour pre- 
operatively. This will be referred to later. 
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The 280 cases took a total of 720 grains of 
codeine or 2.5 grain average per patient. Seventy- 
two hundred grains of aspirin were given at the 
same time averaging 25 grains per patient. 

Only 15 cases, or 4 per cent, had morphine 
postoperatively during the year and this averaged 
\4 grain to each patient. Of these 15 patients, 
13 had hemorrhoidectomies, 1 ulcerectomy, and 
1 a repair of rectal procidentia. 

In this series 7 cases or 1.8 per cent were 
catheterized because of postoperative urinary re- 
tention or inability to void. Six of these followed 
hemorrhoidectomies and 1 ulcerectomy. Only one 
case was catheterized twice. 


Table 1 shows the type and frequency of the 
various anorectal surgical procedures used in the 
385 patients operated upon. 

During the first six months of 1950, 100 con- 
secutive cases were given saddle block anesthesia 
using 10 mg. of tetracaine (0.5 per cent). One cc. 
of 1 per cent tetracaine (20 mg.) was mixed with 
1 cc. of 10 per cent dextrose solution. This 2 cc. 
hyperbaric solution was given with the patient 
in the sitting position for two minutes. The 
patients were operated upon in the prone position 
with the head slightly higher than the caudal 
region. 

This anesthesia lasted for an average of 4.4 
hours before opiates were given for relief of pain 
(431 hours, 98 cases; 4.4 hours average). Only 
2 cases required no medication. 


As to postoperative medication, in 78 cases 
morphine, 4 grain, was given hypodermatically 


Hemorrhoids... . Uncomplicated 190 
With other pathologic conditions. 79 cases § 269 

Ulcer . 29 cases} 
With other pathologic ‘conditions. 36 casesf{ 65 

With other pathologic ‘conditions. 8 cases 39 

Pruritus 1 case 
With other pathologic conditions . 20 cases 21 

Hypertrophic- Uncomplicated 13 cases 
anal papillae With other pathologic conditions. 13 cases{ 26 

With other pathologic conditions. 2 cases 2 

Adenomas . case } 
With other pathologic conditions. 2 cases 2 

Cryptitis Uncomplicated 0 case 
With other pathologic | conditions. 5 cases 5 

Anal sinus Uncomplicated } 
With other pathologic cc conditions. 1 case 1 

With other pathologic conditions. 2 cases 2 


Table 1 
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for relief of pain 109 times or an average of 1.4 
times per patient. Twenty-two cases required no 
morphine. 

Forty-four patients required 1.5 cc. of meth- 
adon hydrochloride hypodermatically 69 times 
in addition to morphine for an average of 1.5 
times per patient. Fifty-six cases required no 
methadon. 

Seventy-eight patients took 1 grain of codeine 
orally on 522 occasions or an average of 6.6 
grains per patient. Twenty-two cases required no 
codeine postoperatively. 

In this series, 54 cases were catheterized 95 
times, or an average of 1.7 times, for inability 
to void postoperatively. Twenty-seven had to be 
catheterized only once while 27 had to be 
catheterized more than once. One case had a 
retention catheter installed before anorectal sur- 
gery because of a recent kidney stone episode. 

Forty-five required no catheterization for relief 
of urinary bladder distention and discomfort. 

Table 2 shows the anorectal lesions which 
necessitated corrective surgery. 

In a series of 100 consecutive cases, operated 
upon in 1949, spinal anesthesia with 50 mg. of 
novocaine in 1 cc. spinal fluid was used. This 
hypobaric solution was given to the patient in 
the prone position with the head slightly lower 
than the buttocks. The average time for complete 
anesthesia was three minutes. 

Ninety-one patients took 112 postoperative 
injections of % grains of morphine, or an aver- 
age of 1.2 injections per patient. This morphine 
was given on an average of one hour following 
administration of the anesthetic agent. 

Fifty-nine patients took 122 postoperative in- 


Hemorrhoids —...Uncomplicated 40 
With other pathologic ‘conditions. 43 cases 83 

....Uncomplicated 7 cases) 
With other pathologic ‘conditions. 28 cases{ 35 

Fistula 2 cases) 
With other pathologic ‘conditions. 18 casesf§ 20 

Pruritus 2 cases 
With other pathologic ‘conditions. 10 cases§ 12 

Hypertrophic- Uncomplicated . O case i 
anal papillae _.With other pathologic ‘conditions. 8 cases 8 

Rectal eleomas ...Uncomplicated O case 
With other pathologic ‘conditions. 1 case 1 

Rectal adenoma Uncomplicated case } 
With other pathologic conditions. 1 case 1 

Cryptitis _...Uncomplicated 1 case 
With other pathologic ‘conditions. 0 case 1 
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jections of 1.5 cc. of methadon for an average of 
2.0 injections per patient. This first dose of 
methadon was given on an average of 20 minutes 
after the postoperative morphine. The second 
injection of methadon averaged 20 minutes after 
the first dolophine injection, and then most of 
these patients slept for an average of four hours. 


Eighty-four patients took 542 grains of codeine 
postoperatively, or an average of 6.4 grains per 
patient. The codeine was given | ally on the 
second through the fifth day following surgery. 


Forty-one cases were catheterized postopera- 
tively 55 times for inability to start the act of 
urination, an average of 1.3. It is interesting 
to note that 59 patients (59 per cent) required no 
catheterization in this series, and of the 41 pa- 
tients catheterized, 30 had this performed only 
once. 


Table 3 lists the anorectal lesions removed. 


This breakdown reveals that 45 per cent of 
the cases involved two or more lesions, the most 
frequent combinations being hemorrhoids and 
anal ulcer, hemorrhoids and anal fistula, and 
hemorrhoids and hypertrophic anal papillae. 


The most recent series was the continuous 
caudal anesthesia group. There have been 20 
cases to date. 


A 1.5 per cent piperocaine solution was used 
after a malleable needle was inserted through the 
sacrococcygeal membrane and a two-way syringe 
outfit was hooked up. An average of 40 cc. was 
used for operative analgesia, while an average of 
122 cc. was used afterwards. The postoperative 
instillation was given in 10 to 15 cc. doses hourly 
for eight hours, after which time the malleable 
needle was withdrawn. This made a total average 


Hemorrhoids .__Uncomplicated ... 37 cases 
With other pathologic ‘conditions. 50 cases{ 87 


Uleer _...... Uncomplicated 1 case \ 
With other pathologic conditions. 21 cases 22 

Fistula 3 cases} 
With other pathologic ‘conditions. 14 cases} 17 

Hypertrophic- Uncomplicated 0 case 1 


anal papillae other pathologic “conditions 18 cases§ 18 


..Uncomplicated 0 case 
With other pathologic ‘conditions. 8 casesf 8 

Rectal adenoma Uncomplicated 2 
With other pathologic conditions. 2 cases a 

Anal canal Uncomplicated —_.. . 1 case \ 
stricture __....With other pathologic conditions. 2 cases 3 
Coccygodynia Alcohol injection 1 case 1 


Table 2 


Table 3 
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of 162 cc. of piperocaine per patient during the us in determining whether they had postoperative 


eight hour period. 

All patients had perfect operative analgesia 
and were able to move their legs, thighs, and 
body. 

None of these cases had any pre-medication of 
any type. It occurred to us that a rational patient 
would be more cooperative and could tell us more 
accurately when pain was or was not present. 

The anesthesia lasted an average of ten hours. 
The shortest time was eight hours, when one 
patient required 1 grain of codeine for relief of 
pain which occurred just after the needle was 
withdrawn. The longest lasted twelve and one- 
half hours before medication for pain was given. 

Eleven patients averaged 1.2 injections of %4 
grain of morphine after the anesthetic medication 
was stopped. Nine patients took no morphine. 
Four patients took 1.5 cc. methadon, an average 
of 1.7 injections. 


Eighteen of the patients took codeine. One 
hundred and three grains were given orally or an 
average of 5.7 grains per patient during the 
hospital stay. 

Twelve patients were catheterized for urinary 
retention, an average of 1.9 times. 


In summarizing it appears that the caudal- 
transsacral hiperocaine series required fewer 
opiates and catheterizations than the others, but 
we shall refer again to the heavy preoperative 
sedation using morphine, 4 grain, and hyoscine, 
1/200 grain, thirty minutes before the anesthesia 
was begun. This medication was not used in the 
other series and this seems to be a factor in 
reducing postoperative pain. 

In the three series which had no preoperative 
sedation it appears that the continuous caudal 
group required less opiates for relief of post- 
operative pain but had the highest incidence of 
urinary catheterization. 

The picture should be made clear at this point. 
It is to be remembered that in the continuous 
caudal cases no soporofic agent was given before 
surgery and our patients were mentally awake, 
so they could interpret pressure sensations caused 
during the early administration of anesthesia. 
After anal canal anesthesia was complete and 
they found they could still move their legs, few 
of the patients were apprehensive. Naturally psy- 
chotherapy was used and time was taken to 
explain that their being wide awake would help 


pain, when it appeared, and its severity. 

When we consider that these patients had no 
medication for ten hours after the anesthetic was 
begun we feel a tremendous stride forward has 
been made in eliminating postoperative pain. 
There was less medication, less nausea and vomit- 
ing, and a better psychological attitude that the 
operation was not so painful as they, the patients, 
had been told it would be by friends and 
neighbors. 

It is difficult with figures to convince anyone 
that one method of anything is superior to an- 
other, especially when figures are advanced by 
others who are equally enthusiastic about other 
methods. So we wish merely to say that we 
feel from an analysis of our records and from 
clinical appraisal, continuous caudal anesthesia 
eliminates the zone of severest pain, and that, 
following it, little postoperative medication will 
be necessary to keep the patient easy at all times 
during his hospital stay. 

Our continuous caudal series is small and 
there could be difficulty in obtaining enough 
trained help to watch the patients closely enough 
postoperatively to instill piperocaine at 45-minute 
to 1 hour intervals. We have had our resident 
surgical officers do this and keep our records. 

We plan to continue this method and it is 
our hope to arouse interest in it in other proc- 
tologists so that they may record their ex- 
periences. 

If this method fails to eliminate the zone of 
severe postoperative anorectal pain then it is 
hoped that someone will devise another method 
to accomplish this, for when that is done, proc- 
tologic surgery will be in its greatest day. 


DISCUSSION (Abstract) 


Dr. Jacob Stolar, St. Louis, Mo—In the words of Dr. 
Louis J. Hirschman, “To carry a patient through an 
anorectal operation with little or no after pain is the 
dream of every proctologist.” Various methods have 
been devised with this objective in mind. Some have 
met with more success than others. However the ulti- 
mate goal is still to be attained. 


The most common approach for relief of postoperative 
anorectal pain is the use of oil soluble anesthetics. A 
review of the Proceedings of the American’ Proctologic 
Society reveals numerous papers on this subject. How- 
ever with the use of this medium the following complica- 
tions have been reported: (1) involuntary bowel move- 
ments for the first two or three bowel movements, 
(2) prolonged sensory anesthesia, (3) constitutional and 
local reactions, (4) itching and local urticaria, (5) super- 
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ficial necrosis, (6) deep abscess. To be sure, the per- 
centage of occurrence of these complications is very 
small, but they are very annoying to the patient and at 
times cause embarrassment to the surgeon. 

Dr. Smith is to be congratulated for his constructive 
thinking and his detailed analysis of the four separate 
series of cases which he reports. He obtained the best 
results with the caudal-transacral group where con- 
siderably smaller quantities of postoperative opiates were 
needed. It is also to be noted that almost 25 per cent 
of the cases in this group required no postoperative 
medication, and only 1.8 per cent had to be catheterized, 
whereas in the other groups the patients received much 
larger dosages of postoperative opiates and approxi- 
mately 50 per cent had to be catheterized. While in 
Army Service, it was my privilage to perform about 300 
anorectal operations. I did not keep statistical data on 
the use of opiates and the need of catheterization. My 
recollection is that as a group these patients were much 
easier to handle and required fewer narcotics than a 
similar number of civilian patients. 

It seems to me that the use of caudal anesthesia is 
a radical departure from the routine. As Dr. Smith 
points out, trained help is required to watch the patients 
closely enough postoperatively, not only to inject the 
piperocaine at hourly intervals, but also to follow the 
patient’s general physical condition while he is under 
the influence of this anesthetic. As with any other type 
of spinal anesthetic, there is a definite tendency towards 
a drop in blood pressure and a trained observer would 
have to be available to cope with it. 

While the caudal group is perhaps too small for 
definite conclusions, it does reveal that the patients re- 
quired as many postoperative narcotics as the other 
groups, with the sole exception of the caudal transacral 
group. 

I have no panacea to offer for the relief of post- 
operative anorectal pain but I do believe that it is 
extremely helpful to pursue certain general principles of 
surgery which are recognized by most men in the field 
of proctology. These principles are: 


(1) Adequate removal of redundant skin is of prime 
importance. A failure to do the necessary surgery of 
the anal margin frequently means postoperative edema 
with discrete swellings of inflammatory tissue. 

(2) A careful open method of excision of hemorrhoids 
should be used, to avoid traumatizing the deeper parts. 
It should be possible to see plainly what tissues are being 
manipulated and in what structures the sutures are 
being placed. We always avoid placing a suture so 
deeply as to include the external sphincter; and we thus 
avoid injuring the nerves and muscle fibers. 


(3) Seldom should any sewing or clamping be done 
in the region of the anal margin. This is a sensitive 
area, richly supplied by both sensory and motor nerves, 
and pinching and crushing of these tissues will produce 
a great deal of pain. 

(4) Avoid the placing of tubes, or rubber tissue, or 
any other foreign body in the anal canal as these cause 
rectal spasm and possibly urinary retention. 

(5) Avoid digital or instrumental dilatation in order 
to prevent constriction and deformities. It is felt that 


if the operation is properly performed these maneuvers 
are not necessary. 
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It is my belief that there is a definite correlation 
between surgical technic and the amount of postoperative 
discomfort. 


For the sake of comparison I have reviewed the last 
25 consecutive cases done. They fall into the following 
groups: 

Hemorrhoids 
Fissure in ano 
Fistula in ano BR 
Fissure in ano and hemorrhoids... 
Fistula in ano and fissure 

Perianal abscess 


_ 11 patients 
5 patients 
1 patient 
3 patients 

_ 1 patient 

. 2 patients 


I do almost 100 per cent of my surgery under local 
anesthesia using 1 per cent procaine with an appropriate 
amount of epinephrine added when the patient’s blood 
pressure is reasonably normal. The patient receives 114 
grams of pentobarbital sodium two hours before opera- 
tion and 1/6 grain morphia about three-quarters of an 
hour before operation. Immediately following the pa- 
tient’s return to his room he receives % grain of codeine 
and 10 grains of aspirin with a standing order to repeat 
every four hours if necessary. 


The above group of cases all received preoperative 
medication as just noted. All patients received local 
anesthesia except the two patients with perianal abscess. 
As to postoperative medication, the patients averaged 
1.9 grains of codeine and 47 grains of aspirin during an 
average stay in the hospital of five days postoperatively. 
Four patients required a total of 525 mg. of demerol.® 
Six patients in this group, or 24 per cent, required 
catheterization, only once each. 


INSECTS AND ALLERGIC PROBLEMS* 


By Ravpu Bowen, M.D., F.A.C.P.* 
Houston, Texas 


My interest in insects and their role in allergy 
was provoked by a very tragic letter I received 
from a mother living in a little town in northern 
Texas which reads as follows: 


“Yes, doctor, Sonny had been bitten before by ants 
several times. About 15 minutes until 5 Sonny came in 
and asked for the fly spray to spray the ants with, and 
I watched him spray the ants and then made him bring 
the spray in. He laid the spray in the window, and 
walked over and lay down in front of the door and 
began saying, ‘ants, mommy, ants.’ He didn’t cry; he 
was just kinda whimpering, and I picked him up to 
see if he had them on him. I couldn’t find but 3 bites 
on his left foot. When I picked him up, I noticed he 
wasn’t right, and so white, and I grabbed a wet rag and 
sent my little girl after a neighbor; but, doctor, by the 
time I got to the front room he was in a complete coma. 


*Read in Section on Pediatrics, Southern Medical Association, 
Forty-Fourth Annual Meeting, St. Louis, Missouri, November 
13-16, 1950. 


tAssociate Professor of Medicine, Baylor University College o! 
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We worked for about 30 minutes and several times we 
thought he was gone, but the doctor got there about a 
quarter of six and gave him a heart shot and we could 
lay him down then without working with him. We 
carried him then to the hospital after the doctor saw he 
was not going to regain consciousness, and he lived 29 
hours after he was bitten. That happened about 5:15 
Sunday afternoon, and he lived until Monday night at 
10:10. 


“Yes, doctor, about 10:00 Sunday night Sonny’s face 
and throat began to swell and I guess if we had not put 
him under oxygen he would never have lived as long as 
he did. He never regained consciousness.” 

The unfortunate thing is that this may happen 
in your home or my home tomorrow. 


Insect allergy is of great importance in our 
daily living. It may be responsible for the der- 
matological problem seen on the small babe who 
has been bitten while out of doors in the crib for 
his sun bath. These same pests may be a big 
factor in your total golf score; and may be most 
important during our hunting trips. They also 
play an important role among fishermen, be it 
for sport or occupation. On several occasions I 
have seen the oil worker in the swamps badly 
bitten, and insect allergy was directly responsible 
for the surrender of a good practice by one of my 
colleagues; for another, to sacrifice a beautiful 
home on the Gulf. 


Last, but not least, insect allergy may cause 


people at any age to experience death within a 
few minutes or hours. So for practical purposes 


‘I wish to summarize a few highlights. 


Our present literature lists more than 30 insects 
as direct causes of allergic disease; as early as 
1811 a bee sensitivity is recorded. Hare, in 1933, 
gave us an excellent summary of literature in a 
complete series of studies called “Insects and 
the Skin,” and in 1944 Ethan Allen Brown! made 
an excellent summary. 


OFFENDERS 
(1) Caddis fly, Parlato, 1929. (15) Beetles, Sheldon, 1941, 
(2) May fly, Figley, 1929. (zoological specimen). 


(3) Wasp sting, Duke, 1940, Bess. ants, wasps, Prince 


(4) Fleas, Cherney, 1939. (17) Water fleas (Crustacea) 
(5) Bedbugs, Churchill, 1930. hotline 
(18) Mites, Decker, 1928, and 
(6) House fly, Duke and Wittich. 
Jamison, 1938. (19) Acarus on fave beans, 


Phillipson, 1914. 
(20) Scabies. 


(7) Mosquito, Benson, 1936. 


(8) Body louse, Nuttell, 1917. 
(9) Deer fly, Mease, 1943. at ate, Urbach and Gott- 


(10) gl bites, Morrow, (22) Ants, Colonel Charles 


Morehouse, 1949. 
(11) Locusts, Ludmer, 1935. (23) 


Spiders and scorpions not 
(12) Tanytarsas, Weil, 1938. true insects. ne 


(13) Citrus fruit fly, Weil, (24) Yellow jacket, George 
1938. en,? 1942. 


(14) Mushroom fly, Kern, (25) Mexican kissing bed bug, 
1938. Wolf! 
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Types of divides 
the types of sensitization into three groups: 

(1) Innocently by scales or dust from wings or body. 

(2) Injection of venom through the sting. 

(3) Instillation of salivary secretions. 


As we all know, there are certain persons who 
fail to react to the bite of a given insect. In 
others the effect is probably due, not to the 
action of a secreted irritant, but to an acquired 
specific sensitization. 


Brown* also mentioned that some children after 
being bitten by the mosquito will show a true 
Arthus phenomenon. 


The specificity probably concerns the species, 
or, at most, the order of insects. Persons become 
sensitive to a particular species of insects in 
varying degrees. Sensitization is difficult to in- 
duce in a nonsensitive person, and hypo-sensiti- 
zation of a sensitive person is even more difficult 
and is also transient. Passive transfer is possible 
but difficult and applies to the early wheal but 
not the papule. 

Clinically there is higher incidence of insect 
dermatoses in children than among adults. Some 
persons develop a season’s immunity in about 
10 days, but react again, although less violently, 
the following season. This explains why visitors 
to the West Coast will experience most unpleasant 
bites from fleas, yet the natives apparently are 
not disturbed. It may also explain why in our 
unscreened Negro homes in the deep south you 
may see very little insect allergy. The immunity 
of indigenous cattle has long been recognized. 


Dr. Baker’ has raised the question about in- 
gestion insect allergy in various parts of the 
globe where insects and insect eggs are considered 
a delicacy in the diet. 


Papular Urticaria—Papular urticaria (lichen 
urticatus) has been a common and puzzling dis- 
ease of infancy and childhood. It appears during 
the warmer months and frequently disappears 
when the child is hospitalized. In the past, I have 
seen many of these cases subjected to skin test- 
ing and food restrictions to no avail. The syn- 
drome is a fairly constant clinical picture. As 
described by Shaffer? !° pruritic skin lesions first 
appear during spring or summer. A history of 
similar lesions the preceding year is frequently 
obtained. The lesions are distributed mostly on 
the arms and legs, particularly on the trunk. The 
genital, perianal and axillary regions are almost 
invariably clear. New lesions are often small (3 
to 10 mm.) wheal-like papules which are later 
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rubbed and excoriated. Secondary infection is 
not infrequent. When seen always rule out 
scabies. In scabies we have a predilection for 
genital, perianal, and axillary regions and a rare 
appearance on the face in the child over three 
months. In addition, papular urticaria rarely 
appears in more than one member of a family. 
in contra-distinction to scabies. If in doubt use 
benzyl benzoate. Common urticaria is usually 
transient. In papular urticaria the distribution 
is centrifugal. 


Many of these children have a dog or cat in 
the home. Of Shaffer’s!® 87 patients 77 per cent 
were sensitive to flea or Cimex (bed bug): of 
124 children used as controls only two were 
positive. Skin testing was made by 1-5,000 and 
1-10,000 for fleas and 1-5,000 for bed bugs. All 
skin tests were read within 48 hours; a positive 
response was a papule of 3 mm. or more. Always 
read insect skin testing the second 24 hours. 
because the immediate test is frequently negative. 
This group was definitely benefited by using a 
5 per cent DDT® dusting powder on the patient 
or in the bed. In fact, 86 per cent of Shaffer's 
patients were cured within two weeks. 


Dietrich in Germany was the first to classiiy 
this syndrome as a possible allergy in 1938. 


During the past few years I, too, have con- 
sidered papular urticaria as being related to in- 
sects and the two important insects have been 
mosquitoes and chiggers. In 27 cases, 24 re- 
acted to mosquitoes and three to chiggers. In 
the control group only three gave a positive re- 
sponse, thus proving that patients with papular 
urticaria give abnormal responses to these pests. 
There may be other etiological factors to explain 
this syndrome, but in our practice insects seem 
the dominant one. Co-existing infection has made 
it necessary to use bacitracin locally, and for a 
few, toxoids should be included. 


INSTRUCTIONS 


(1) A spray of 5 per cent DDT® is of great 
value in controlling many insect borne diseases 
as well as lice, scabies, and papular urticaria. 
When used as a spray keep in mind that such 
vehicles as flit® contain pyrethrum which may 
provoke nasal allergy. A safe vehicle is ced- 
erene* containing lethane 3848. DDT® 5 per 
cent can also be applied locally in a calamine 
lotion. 


*Cederene Products Company, Houston, Texas. 
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(2) Avoid oils and oil soluble agents since they 
definitely render the local application of DDT® 
toxic. 

(3) The most comprehensive suggestions are 
offered by Shaffer and Blank:° !° "! 

(a) Apply a dusting powder of 5 per cent 
DDT® on dogs and cats, under cushions and 
rugs, and wherever the spray cannot be used. 

(b) Contact with dogs and cats should be 
avoided. 

(c) All collections of sand should be removed. 

(4) The child should be dusted lightly with 
the special powder, also the bed clothes and 
mattress. 

(e) Make certain that food, dishes and work- 
ing utensils are protected from the spray. Avoid 
direct contact with the spray and ventilate the 
room after spraying. 

(f) To prevent eating of the DDT® powder 
by cats, after dusting the fur, the excess powder 
should be removed with a damp cloth. 

(g) The powder should be dusted very lightly 
on the child as only the barest film is necessary. 

(h) Always make sure that commercial sprays 
and powders read 5 per cent. 


Moths‘? and urticaria 
has been experienced by sailors aboard ship. In 
one vessel of 45 men, while in port (Boston) 31 
of its crew had urticaria due to moths (genus 
Hylesia). The eruption occurred not only as a 
result of exposure to moths, but after contact 
with moth stained sheets. The diagnosis was con- 
firmed by positive reactions to patch test with 
moth hair. I have a child who experiences asthma 
from moths and this same child has a dermatitis 
following an exposure to caterpillars. The lesions 
are a severe urticarial reaction with vesiculation 
which resembles poison ivy. Treatment, of course, 
is the same as for poison ivy, preceded by 
thorough cleansing with alcohol to remove any 
retained hairs from the caterpillar. The common 
cause in Texas is the pus caterpillar while the 
brown moth caterpillar is the principal agent on 
the East Coast. Matheson!* lists eight families 
of the Lepidoptera whose caterpillars have pro- 
duced urticarial reactions. 


Necropsy Findings.—Two fatal cases'* of bee 
sting and one fatal case of wasp sting are re- 
ported. Death resulted from a single sting in all 
three cases and occurred within one hour in two 
cases and within five days in the other case. In 
the latter case an extensive lobular pneumonia 
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followed the initial unconsciousness and coma 
persisted until death. In all the cases nausea, 
cyanosis of the legs, vertigo, vomiting, pallor, 
and sweating were followed by coma. In one 
patient urticaria developed over the trunk. Post- 
mortem findings included hyperemia of the in- 
ternal organs, edema of the lungs and larynx, and 
petechial hemorrhages of the skin and mucous 
membranes. The pulmonary emphysema noted 
was regarded as suggestive of an allergic reaction. 
The Texas Bureau of Vital Statistics reported 
seven deaths from insects in 1949. 


Mosquito Case—For six years little James P. Jr. suf- 
fered all summer whenever bitten by mosquitoes. His 
eyelids became swollen, ears cauliflower-like, and at times 
his feet were so swollen that he could not wear shoes. 
Frequently, these bites became infected, and on occasions 
he had co-existing hives. During his first three years of 
life he lived in Michigan and during this period he was 
troubled, but after moving to the Gulf Coast area it 
was much worse. He was then placed on a mosquito 
hyposensitization program, the antigens being prepared 
by Dr. Benson of Oregon. After six months of treat- 
ment his major symptoms disappeared and never again 
has he had hives. When bitten, there is only a pin point 
zone. As a side comment, I would like to add that Dr. 
Benson has shown that antigen made from the male 
mosquito alone is just as effective as from the female. 
In this case we used a “Yankee antigen,” since it has 
been shown that mosquito antigen is universal. In gen- 
eral, it may be said that hyposensitization for the mos- 
quito is not so dramatic as for the bee or yellow jacket. 

Bee and Yellow Jacket Case—Dr. J. A. R. (dentist) 
_was so allergic to bee and yellow jacket stings that on 
two occasions he was rushed to a hospital, thinking he 
was going to die. 

When first stung, his entire body would become red. 
Then he experienced a diffuse swelling. He would then 
complain of a feeling of tightness in the chest followed 
by cough. On other occasions there were major ab- 
dominal cramps. Once while on the golf course he was 
stung and the symptoms suggested a cardiac picture. 
The patient was so apprehensive about the bees and 


yellow jackets that he sacrificed a beautiful coastal resi- 
dence. 


Later he was hyposensitized for these two insects and 
is now able to pursue his hobby as a flower gardener. 

The Aphid: An Insect Allergen.—At the recent 
Academy of Allergy meeting Dr. Gaillard'? of 
New York presented a most intriguing paper. He 
claimed that “aphid castings” were offenders in 
his spring and fall hay fever cases. The only 
weak point in his presentation was the failure to 
include controls. 

An attempt to epitomize the life cycle of the 
aphid is like trying to draw an orderly sketch 
of chaos. Aphids pass through at least our 
stages, and it is these “castings” which aggravate 
inhalant cases. 


BOWEN: INSECTS AND ALLERGIC PROBLEMS 839 


These insects are prolific in reproduction, able 
to reproduce within eight to ten days after birth. 
They lose their wings and as the food becomes 
scarce new wings are developed and they fly 
elsewhere. Interestingly, as they become bisexual 
they lose their wings. Some British investigators 
have found huge colonies carried out in the air, 
246 miles from land. 


Their exoskeletons are made up of chitin, which 
is a nitrogenous polysaccharide; 8 per cent of it 
is nitrogen, one-half the nitrogen content of 
protein. 


Since the protein in the exoskeleton cuticle 
varies with insect species, and since the proteins 
are probably the antigenic elements, we may be 
sure the insect antigens are species specific. In 
121 patients tested, 75 gave a positive response. 
One had a severe systemic reaction. In these 
cases passive transfer was possible. It was Dr. 
Gaillard’s opinion that the inclusion of aphid 
antigen helped his ragweed cases. 


Insect Allergy Among the Eskimos.'5—The 
Eskimo during the coldest season does not change 
his clothes for three or four months, and during 
this period the fleas (kumak) on the dog seek a 
warmer host, since dogs are never permitted in 
the igloo. These flea bites cause carbuncles, 
urticaria and much discomfort. Not having 
DDT,® the Eskimo has through the ages devised 
a unique technic in catching the fleas. To catch 
them, he uses a special instrument which is 
absolutely indispensable to the igloo dweller. It 
is made of a handle of curved caribou bone at 
the end of which is attached a tuft of bear hairs. 


Fig. 1 
Eskimos scratching flea bites. Courtesy of Gontran De Poncins. 
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Slowly, gravely, he slips the instrument down his 
back, between the skin and the cloth, and waits. 
The bear hairs must be unusually attractive to 
fleas for when, a moment later, the Eskimo re- 
moves the device, it is full of them. One by one, 
he delicately takes them between the thumb and 
index finger, then cracks them between his teeth 
like a delicacy. Some Eskimos do not have a yen 
for fleas. “So and so,” some epicure will say, 
“does not care for fleas at all. Ah, but I do!” 
The above is proffered by Gontran De Poncins.!5 

Insect Repellents.—The best summary was fur- 
nished me by the United States Department of 
Agriculture, care of Mr. W. V. King, Orlando, 
Florida, Bulletin E698, August, 1946. 

The formulae vary in their effectiveness 
against different insects and on different in- 
dividuals. Certain materials which are satis- 
factory against some species may fail to repel 
others. 


Excellent combinations (1) (2) (3) 
Dimethylphthalate__.....3 parts 1 part 3 parts 
Indalone® part part 1 part 
Rutgers part) part 1 part 
dimethyl 


All parts by weight. carbate 


Mixtures containing two repellents are also 
fairly effective, but these do not repell so wide a 


range of insects or for so long periods as the triple 
mixture. 


Many trade repellents contain only a small 
percentage of the active ingredient and a large 
percentage of alcohol or some other diluent. The 
above is satisfactory and safe when on the skin; 
definitely toxic when taken internally. Avoid eye 
areas, and, too, there is always the supersensitive 
skin. 

All the repellents are solvents of paints, var- 
nishes, and many of the plastics. They will 
damage such materials as plastic watch crystals, 
synthetic cloth (sharkskin, rayons, etc.), finger- 
nail polish, and articles which are painted or 
varnished or made of plastics. These chemicals 
will not damage cotton or wool cloth. 


The repellents must be uniformly distributed 
over the area to be protected; otherwise, they 
may seek islands not covered. 

Application to Skin.—All feel oily and may 
be objectionable to some persons. Place a few 
drops into the palms, smear evenly, and then 
apply thoroughly to the backs of the hands, 
wrists, neck, ears, face or any other exposed skin, 
much as in washing. 
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Application to Clothing—In some localities, 
mosquitoes bite through the clothing. Spray or 
daub. 

For ant control, use sodium arsenite which is 
mixed with a simple sugar syrup. Chlordane® is 
most effective. 

Use Against Chiggers or Red Bugs (Mites) .— 
The action of these drugs on the chigger is that 
of a toxicant, which kills them, rather than a 
repellent. Materials should be applied to the 
clothing and not to the skin. It is wise to include 
benzyl benzoate, which is very effective and not 
expensive. It also withstands washing better than 
dimethylphthalate. 

Methods (Four).—(1) Hand application, 12- 
15 drops on hands and apply to opening of cloth- 
ing. (2) Barrier method, inside of clothing. If 
one is not crawling about on the ground, nearly 
complete protection can be obtained by smearing 
the miticide on the socks above the shoe tops 
and on the bottom of the trouser legs. (3) Spray 
method, spray openings. (4) Immersion method, 
immersing dry clothes in a water emulsion of the 
insecticide, one-half pint of concentrate to one 
gallon of water. 


Vitamin B.—It has been reported by some and 
particularly by Shannon that when thiamine 
hydrochloride is given orally, 60 mg. three times 
a day, it acts as a repellent. Perhaps this is due 
to the odor emanating from the skin. However, 
a patient who applied three per cent ointment of 
thiamine on uncovered surfaces was not pro- 
tected from insect bites. 

In cases of spider bite, give 10 cc. of 10 per 
cent calcium gluconate and subsequent infusion 
of 10 cc. in saline. 


Treatment for Insect Bites—Always try to 
determine whether the bite is insect, spider (ar- 
achnid), or scorpion. 

(1) Use 5 per cent DDT® for flea, bedbug, 
and mosquito in cases of papular urticaria. 

(2) Use hyposensitization for the mosquito, 
bee, wasp and yellow jacket. 

(3) Consider bee, yellow jacket, and some ant 
bites as medical emergencies. 

(4) In a known or severe insect allergic case, 
immediately give epinephrine 1-1,000, 4 minims, 
into the site of the bite; to delay absorption, 
apply a tourniquet above the bite if on an ex- 
tremity, and then give epinephrine 1-1,000 in 
another part of the body to hasten the systemic 
effect. By mouth give one of the antihistamines, 
and rub into the site of bite one of the anti- 
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histamine creams. Advise such patients to carry 
one of the antihistamine preparations with them. 


(5) In two cases benadryl,® 100 mg. intra- 
venously, was lifesaving. 


(6) Procaine hydrochloride intravenously, 300 
mg. in 300 cc., in 5 per cent glucose. 


(7) Repellents, 5 per cent DDT® in special 
formulae. 


(8) For spider bites, give calcium gluconate 
and magnesium sulphate. 

(9) Excellent insect antigens* are available 
commercially. 

(10) It has been claimed by some, particularly 
Strauss,!© that antihistamine in creams applied 
locally to the site of the bite is most effective. 
However, following recent work done in the 
Department of Dermatology at the University of 
Cincinnati, Rockwell!’ reports: 

“We have found no value in applying antihistaminic 
creams, and only decreased pruritus when antihistaminics 
are administered locally by iontophoresis or given orally.” 

However, I share the experience of Shaffer 
that in some cases they do allay pruritus in the 
early urticarial stages, but are of no benefit dur- 
ing the inflammatory or fibrotic stages of the 
lesion. 

(11) One of the most dramatic cases of ant 
allergy was reported by Colonel Charles H. 
Morehouse.'® A staff sergeant, W. J. M., nearly 
died from ant bites, but survived after epin- 
ephrine, pyribenzamine® and procaine. Perhaps 
the little three-year-old reported in the letter 
would have been alive today had the antihista- 
mines then been available. 

Zinzer once wrote a book about rats and lice 
and their influence on history. We, as allergists, 
might do well to study the lowly insect, for it has 
a tremendous influence on our daily practice. 
Our problem is in direct ratio to the patient’s 
insect appeal. 
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DISCUSSION (Abstract) 


Dr. Carroll M. Pounders, Oklahoma City, Okla.—It 
is now a matter of general knowledge that the stings 
and bites of insects cause allergic reactions which appear 
to be due to the protein of the insect itself, rather than 
to the toxic effect of the venom. Reports of deaths from 
insect stings, while not common, appear frequently 
enough in the literature to bring this matter forcibly 
to our attention. Of a less dramatic nature is the fairly 
high incidence of illness and discomfort from such causes. 

Bees, wasps, gnats, mosquitos, bedbugs, chiggers and 
others have been incriminated. Also, inhalant sensitivity 
results from contact with windborne particles or emana- 
tions from such insects as the bee, mayfly, sandfly, but- 
terfly, moth and flea. Allergy to silk comes in this 
category. 


In my own section the greatest amount of trouble 
comes from mosquito and chigger bites and less fre- 
quently from bedbugs. Mosquito bites are particularly 
disturbing to children who are old enough to have passed 
through a season or two and to have become sensitized, 
but who are not old enough to have become hypo- 
sensitized. We see cases of strong sensitivity, where one 
or both eyes will close and there will be much tem- 
porary swelling for 24 hours or more following the 
bite. Many others show less reaction, but still consid- 
erable whealing and erythema with some general toxic 
effects, when there are several bites. The reactions are 
much worse in the early part of the season and some 
degree of hyposensitization seems to lessen their degree 
as time goes by. Repeated exposure of the skin to these 
injuries lowers its resistance, scratching introduces in- 
fection, and troublesome sores result. If not well cared 
for these lesions may lead to infections in other parts of 
the body and even cause such far reaching results as 
acute glomerulonephritis. Individuals who suffer from 
these conditions give positive reactions to the extract of 
the insect and may be successfully de-sensitized. The 
best remedy, of course, is to protect against the insects 
by the use of screens and insecticides, but these are 
often unsuccessful and I believe there is justification 
for attempts at hyposensitization, at the beginning of 
the season. 
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SOME SUGGESTIONS ON THE 
DERMATOLOGIC CARE OF THE 
ATOPIC PATIENT* 


By HERBERT S. ALDEN, M.D. 
Atlanta, Georgia 


To the allergist it is obvious that a diagnosis 
of an atopic state, in particular a dermatologic 
atopic state, must be made before an allergic 
regime of care can be instituted. But to the 
dermatologist, this frequently is not necessary, 
since for the most part he will base his sug- 
gestions of skin care upon the dermal findings 
of the moment. This is not to say that the der- 
matologist is not aware of the allergic background 
nor that he wholly neglects these causative 
factors. It is only that he knows that the patient 
often needs comfort and relief of his immediate 
symptoms, and it is to this that he directs his 
energies. 

It is not within the scope of these remarks to 
burden you with an elaborate diagnostic pattern 
of the individual with an allergic eczema or of 
the infant with an eczematoid dermatitis, but 
some general remarks must be made. Saint Mark 
in his story of the life of Jesus Christ gives a 
brief but all too true description of our atopic 
patient with a dermatosis. In the twenty-fifth 
and twenty-sixth verses of the fifth chapter he 
writes: 


“And a certain woman (came to him) which .. . had 
suffered many things of many physicians, and had spent 
all that she had, and was nothing bettered, but rather 
grew worse... .” 

This same woman enters our offices today 
with an air of dull resignation, expecting little, 
but sighing, hopeful for a bit of relief. Some, 
even, like this certain woman, still have a childish 
faith, that by touching the hem of your treatment 
they will be made whole. And it is in the care 
of this patient, to whom the practice of medicine 
is become an art, that one’s wits must be sharper 
than his needles if the treatment of her dermatosis 
is to be a success. 

Let us then discuss the dermatologic manage- 
ment of this “certain woman who had suffered 
many things of many physicians” and perhaps we 
shall find some solutions to her problems. 

There are some fundamental considerations in 
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the management of any dermatosis which the 
dermatologist constantly tries to keep before him. 
They can be summarized in eight rules of con- 
duct. We use these rules of conduct for guidance 
in the practice of dermatology in much the same 
way the Ten Commandments are used for moral 
guidance. And in like manner we are, of course, 
unable to keep them all specifically, but they do 
give us a base from which to work. I pass them 
on to you, as from one student to another, in 
their raw state, not as “commandments” but as 
working tools, which, if kept well sharpened, can 
be used to great advantage. 


Rule 1. Interest in the Patient’s Condition — 
By this we mean not accepting this skin eruption 
with a shrug of the shoulder as minor or unim- 
portant, or with an air of resignation, using such 
trite statements as, “I do not know anything 
about skin diseases, but let’s try this or that.” 
We tend first to examine thoroughly, and then 
question carefully, not in the text-bookish manner 
of the third year student, but interestedly. 


Rule 2. Make a Working Diagnosis —This 
does not mean merely naming the disease. It 
means having an understanding of the altered 
process and something of the changes going on 
under our eye. What are the instigating mech- 
anisms and what are the resulting factors? How 
can all these changes be altered for comfort? We 
sometimes trip and fall at this point by thinking 
a named diagnosis is essential for treatment and 
we then treat the diagnosis instead of the patient. 


Rule 3. Appraise the Presenting Skin Picture. 
—We try to look at the patient, not her diagnosis. 
Is the condition acute or chronic, dry or exuda- 
tive, papular or vesicular, infected or not in- 
fected, superficial or deep, painful or itchy, ir- 
ritable or torpid, destructive or nondestructive, 
malignant or benign? A careful study of the 
morphologic aspects of the eruption, its primary 
and secondary elements, the part of the body in- 
volved and where and how it first appeared, are 
essential to a correct appraisal. The answers to 
these questions usually lead us to consider the 
care of the patient and we proceed to 


Rule 4. The Proper Selection of Topical 
Measures.—Topical remedies should be chosen 
for their specific effects according to the charac- 
teristics of the skin eruption, to-wit: soothing, 
protective, absorbent, drying, macerating, reduc- 
ing or keratolytic. Only long practice and study 
can bring mastery in this field. Although it is 
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hard to resist the temptation, this rule does not 
mean the use of a sample left by the detail man, 
as being “good for infantile eczema.” It does 
mean will our proposed application be 


(a) Restful and not harmful for the patient? 


(b) Can the patient easily use the application? 
Is he a bachelor and unable to get help in applica- 
tion? Will it look well and not stain? Can he 
work and use the application? In short, will he 
use our treatment at all? 


(c) Is the application within the pocketbook 
allowance and is it simple and easy to obtain? 


(d) Will it burn or sting or possibly make 
matters worse? When in doubt, we use the mildest 
and most indifferent agents. We have learned to 
use few remedies and know everything we can 
about them: what they have in them, how they 
should look, smell and act. 


Rule 5. Tell Your Patient What to Expect of 
His Care.—It is well to remember that we are 
often dealing with two or more patients, the 
parent, the spouse, or others taking care of the 
patient, so they must be reassured and calmed by 
confidence. Information breeds confidence, so 
we try to tell what we do know (which is more 
cheerful) rather than what we do not know, 
which may not only be depressing but lengthy. 
If possible we try to tell when to expect results, 
but caution that time and patience is the very 
essence of our prescription. We insist on seeing 
him to evaluate our case, not leave him sus- 
pended without our support. If he is improving, 
we make a determined effort to keep 


Rule 6. Do Not Change Your Remedy if it 
Agrees.—We believe that the simplest remedies 
applied properly and consistently are the best, 
and thus do not complicate our therapy with 
useless modifications. Repeated changes of pre- 
scriptions lead to both frustration and unwar- 
ranted expense. 


Rule 7. When a Remedy Disagrees, Irritates 
or Burns, Stop its Use at Once.—We try to find 
the cause of the disagreement; is one of our 
chemical ingredients a sensitizer? Was it com- 
pounded properly? But we have more frequently 
found that it is our fault in not keeping 


Rule 8. Tell Your Patient the Method of 
Application and Removal of the Topical Agent.— 
Accurate and adequate instructions (often writ- 
ten) on how to fix an open or closed wet dress- 
ing or how to apply a paste or a lotion, are 
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frequently the difference between success and 
failure. 

These generalities in the form of eight rules 
of conduct do not by any means complete the 
whole story of the dermatologic care of the atopic 
patient. There are innumerable conflicting fac- 
tors that harrass these sensitive and sensitized 
people in the form of environmental allergens, 
internal allergens, external allergens, external 
contacts, emotional conflicts, as well as the 
glandular disturbances and foci of infection that 
plague us all. All of these must be recognized 
and alleviated if possible, and at least balanced 
or buoyed sometimes by confidence and even 
faith. Since faith is more often begotten by 
knowledge than through ignorance, patients by 
right should be told all we know of their con- 
dition, without confusing them by the multi- 
plicity of etiology, or by elaborate, often im- 
possible, methods of prevention. There comes a 
point where treatment becomes purely derma- 
tologic with perhaps just a dash of practical 
allergy. 


Despite the long array of prescriptions for 
salves, pastes and lotions that punctuate the pages 
of most dermatologic texts, the practical derma- 
tologist really keeps his mixtures quite simple and 
few in number. He is conscious that it is not 
what is done but how it is done that often makes 
the difference between success and failure. We 
surely can agree that the prevention of scratching 
is the one factor that is most essential for suc- 
cessful treatment; so let us for a moment by-pass 
the general therapeutic devices and simplify our 
approach by discussing the “what” and “how” 
of a few topical applications. 


There are three general topical measures which 
are more or less effective in the prevention of 
scratching: 


(1) Removal of irritating contacts such as 
strong applications, bacteria, crusts, sweat and 
sebum by simple cleansing. 


(2) Protection from irritating factors such as 
temperature changes, rubbing, and tight bandages 
or clothing. 


(3) Relief of itching by: 
(a) Local anesthetics in soothing applications. 


(b) Replacing the itch sensation by other 
sensations. 


(c) Antihistamines. 


(d) X-radiation and/or ultraviolet radiation. 
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All these measures must frequently be used in a 
single patient, and they must be juggled one 
with another with due regard to the rules of 
conduct enumerated. 


I suspect there is altogether too much fear of 
the use of soap and water for the dermatologic 
patient. Sometimes a simple bath will be im- 
mensely comforting, and it is especially valuable 
in the pustular dermatoses. Sometimes cleansing 
agents as the sulfonated oils, if readily available, 
are best. Cleansing with vegetable oils or petro- 
latum will best remove ointments, pastes and 
crusts. But more often than not the open type 
of wet dressing can accomplish the same result 
in a matter of hours. 


As a rule, warm baths are more tolerable than 
cold, but the temperature of the bath should 
approach the surroundings. The bath is not an 
exercise but a restful measure, so complete im- 
mersion for a specified time is necessary. Thirty 
to 45 minutes is usual. It matters little what form 
of starch is used, bran, cornstarch, or oatmeal, 
so use the simplest and most available. Let us 
use a half-box of starch or its equivalent (1 
double handful), cook in a small amount of 
water and add the resulting mixture to a half-tub 
of warm water. If cooking facilities are not avail- 
able, a hydrolized starch in powder form is avail- 
able in the grocery store as linnit.® Such a 
bath can be used several times a day, and can 
be preceded by a sedative or antihistimine. In 
the less acute eruptions some form of emulsified 
crude coal tar in tablespoon quantities or the 
liquor carbonis detergens of N.F. in teacup quan- 
tities may be added. After the bath the patient 
should “pat” dry, not “rub” dry, in the warm 
closed room and immediately apply a soothing 
protective application such as a calamine lini- 
ment (N.F.), Lassar’s paste or simple oils or 
cream. 

The soothing, comforting, cleansing and bac- 
tericidal effects of the open-type of wet dressing 
are so obvious that it is a mystery why it is not 
more often prescribed. It is particularly ad- 
vantageous in the cleansing of areas such as the 
cubital and popliteal spaces, the ears, face, hands 
and feet, as well as an excellent method of itch- 
scratch prevention. It is most useful in edema- 
tous, denuded, acute or infected eruptions. The 
bactericidal effect of a wet dressing is tre- 
mendous, but one must not overweight his solu- 
tions with antiseptics which will kill bacteria, and 
at the same time kill epithelium, as that only 
compounds the discomfort. Again let us be 
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simple and use fool-proof methods. Our expen- 
ence dictates that a saturated solution of boric 
acid is the simplest, easiest and most comforting. 
Two tablespoonfuls of the powder to one quart 
of boiling water will make a supersaturated solu- 
tion to which small quantities of cold water can 
be added. It can be dissolved in cold water, but 
this is difficult and time consuming. The solution 
is applied cool or cold on cotton cloths (sheeting, 
hand towels, handkerchiefs, etc.) not on ab- 
sorbent cotton, draped or laid on the affected 
part. The dressing must be kept wet, an essential 
factor that would seem obvious, but remember 
the obvious must always be stressed to the 
patient. The cloths should be “soppy wet” not 
“drippy-wet.” Such a dressing needs no bandage 
nor enclosure such as oiled silk, paraffin or cello- 
phane. Indeed the use of such enclosures defeats 
the cooling effects of evaporation, one of the 
necessary items in relief of itching. Wet dress- 
ing if prolonged will tend to “water-log” the 
tissues; use them for short periods (15 minutes 
to 2 hours) and repeat frequently. Fatiguing 
treatment methods, as well as complicated direc- 
tions, will defeat the soothing action of the 
applications. 


Sometimes the scientific mind neglects the 
obvious advantages of well tried and well known 
methods, merely because they are not new or 
modern. Of the following list of prescriptions for 
topical application on the skin, four out of the 
five are found in the pharmacopeia or in the 
national formulary. I think it safe to say that 
the dermatologist uses these or minor modifica- 
tions of them in the care of the majority of 
his patients. However, the directions for their 
application and their removal are too often 
neglected. These will be added after each pre- 
scription. 


Zinc oxide _ 
Calamine (prep.) 6.0 
Olive oil a 
Lime water 


This preparation should be thoroughly emulsi- 
fied, and meticulously prepared. It is perhaps the 
most generally useful of the five prescriptions 
listed, because it seldom produces discomfort. It 
is applied generously with the hand, not rubbed 
in, and may be used repeatedly. It is removed 
with oils or emulsifying agents and will emulsify 
in the starch bath. Removal is seldom necessary 
since it rubs off on clothing, sheets, and so on. 
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Phenol __. 

and/or 
Menthol 
Zinc oxide 
Magnesium carbonate 
Distilled water to make... 120.0 


This preparation is easily prepared, but on 
prolonged standing will “cake.” It is to be shaken 
thoroughly, poured into a saucer and “sopped” 
or “whipped” on with gauze or soft cloth, not 
with absorbent cotton. It evaporates rapidly 
giving a cooling or drying effect and is most 
useful in acute vesicular intensely itching erup- 
tions. It can and must be applied repeatedly and 
is clean and removable with any wet dressing. 
It produces eventually an astringent drying effect 
which may be minimized by the alternate appli- 
cation of prescription 1. 


0.6 
Zinc oxide __ : 16.0 
Ointment of petrolatum to make..__----—«60.0 


The contents of this preparation must be mixed 
well to make a smooth paste. It is best applied 
by “buttering” on with a tongue depressor, 
paddle or table-knife, and is used on the less 
acute eruptions in which the skin covering is 
more or less intact. It is primarily a protective 
application and may be “set” by shaking talc or 
' starch powder on the surface. As a protection 
it can remain on the skin for prolonged periods, 
the application only repeated when it rubs or 
falls off. It can be removed by gentle “scraping” 
or softening with oils. 


Boric acid ointment. 


This preparation is available in 10 per cent 
form and is used as a soothing emolient with a 
mild but unirritating antiseptic action and can be 
gently rubbed in or applied in bulk. In the 
presence of itching a 1 per cent phenol may be 
added. 


Liquor carbonis detergens 
A water miscible ointment base to make 


5.0 
60.0 


Many large drug manufacturers make the 
water miscible base and your druggist will have 
one available; if not, brushless shaving cream 
may be substituted. This preparation is similar 
to the advertised application known as Mazon 
ointment.® It is useful in the subacute or chronic 
eczematous eruption and has the advantages of 
not being “messy” and of being easily applied 
with the hand and being nongreasy. It must be 
used with caution on an acute eruption. It can 
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be removed with wet dressings or simply with 
water. 


This gives us then seven readily available, 
simple preparations for topical application, which 
are mild and soothing in their action. Let us 
learn them well, and use them frequently, and be 
constantly reminded that intelligent neglect in 
the form of soothing and protective applications 
correctly applied, will, in time, with some pa- 
tience and persistence, effect relief and many 
times a cure. 

If the simplicity of these prescriptions and 
suggestions for their use offends your scientific 
mind, let me remind you that we must learn to 
think in terms of the care of an uncomfortable 
patient. This word implies comfort and protec- 
tion, and to think less in terms of treatment. 
This word implies action and attack and more 
than often gets us into trouble. 


DISCUSSION (Abstract) 


Dr. Alan G. Cazort, Little Rock, Ark.—Whether he 
likes or not, the allergist must have some fundamental 
knowledge of dermatology, and even practice it. We 
allergists, not skilled in the art of dermatologic practice, 
would do well to accept Dr. Alden’s rules as command- 
ments. One cannot work out the purely allergic aspect 
of an atopic dermatitis in a day. By failure to observe 
the commandments, however, he can mess one up in a 
day and thereby lose all opportunity to apply allergic 
measures. Observation of rule 4 is particularly important 
in this respect. The most severe cases we see are fre- 
quently the result of injudicious or even vicious medica- 
tion. 


Being allergy minded, we cannot help feeling that we 
are dealing with a direct manifestation of an atopic 
reaction in the dermatitis. We are, but usually plus 
trauma, infection, and chemical irritation. Dr. Alden’s 
commandments will largely eliminate the “plus.” In 
the many cases in which we cannot find the culpable 
allergen these principles are all we have to stand on. 


This is not to say that I agree with those derma- 
tologists and allergists who maintain that the egg re- 
action commonly seen in atopic infants is merely a mani- 
festation of the atopic state and has no causative func- 
tion, or that a marked reaction to house dust antigen 
is not important in a winter atopic dermatitis. But the 
very intimate study of some cases of infantile eczema 
(atopic) through the whole course of the sensitivities 
has swung me back to a firm conviction that many 
workers fail to observe one important commandment in 
atopy, and that is: “Eliminate the exposure.” 

Therefore, I should like to add one commandment on 
the other side of the ledger, for unless it is observed, all 
the eight, important as they are, may be only a crutch. 
That is: if the offending antigen is known, really elim- 
inate it; if suspected, really eliminate it in the diagnostic 
trial. Incomplete elimination, as is too frequently prac- 
ticed, only causes confusion and creates a defeatist 
attitude in the minds of both the patient and the 
physician. 
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A METHOD FOR IMPROVING DEPTH 
DISTRIBUTION* 


By Love, M.D.,* 
G. N. Comss, M.D.,* 
W. A. Askew, M.D.,7 

and 
M. Harcourt, A.B.t 
Louisville, Kentucky 


A simple practical method for accurate place- 
ment of the tumor dose is a valuable procedure. 
The method should be efficient and permit 
definite estimation of the depth dose without 
being burdensome and time consuming. 


It is believed that every radiologist doing 
roentgen therapy desires to give his patient 
adequate and well arranged treatment with the 
idea of delivering a known and calculated tumor 
dose into the desired and correct area without 
damaging unnecessary surrounding tissue. It is 
believed that a routine schedule cannot apply to 
every patient with a similar disease. Tumor dose 
estimations and the depth distribution can be 
improved over routine management by individual- 
izing each case by a simple method. The method 
to be discussed is not too cumbersome, since it 
describes procedures used in the author’s private 
practice. This method of tumor dose planning 
may be applied in general to any deep seated 
tumor; however, this writing is limited to the 
female pelvis. 


There are several salient features to be observed 
in the management of pelvic radiation. The his- 
tory and previous treatment should be recorded. 
A record of the clinical evaluation of symptoms 
is kept, since critical and decisive information 
obtained during an interview if unrecorded is 
often forgotten. This may be of extreme im- 
portance to the patient and physician, particularly 
when the therapist attempts to clarify his records 
or fill in an insurance report or make allowance 
for past treatment at some future date. A gen- 
eral physical examination should be completed 
and recorded with a definite description, outline 
or diagram of the limits of the disease and tumor 
bearing area. A clear cut plan of treatment 
should be developed at the first visit indicating 


*Read in Section on Radiology, Southern Medical Association, 
a Annual Meeting, St. Louis, Missouri, November 13-16, 
_tDepartment of Tumor Therapy, St. Joseph Infirmary, Louis- 
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the area to be treated and an adequate tumor 
dose. The required number of ports and number 
of visits should be determined and recorded on 
a chart and discussed with the patient in order 
to advise him of the expected result, the x-ray 
reaction, and the number of therapy days. A 
sane comprehensive discussion of the disease with 
the patient will produce a more cooperative and 
mentally stable person. 


The method for presentation consists of em- 
ploying a cross sectional anatomical diagram and 
a silhouette diagram of the patient at the tumor 
level to ascertain the accurate beam angle of the 
correct number of parts and percentage of depth 
dose. An angle indicator on the tube head is 
required in order to place the beams at the pre- 
determined angle to the patient’s skin and 
contour. 

The cross section diagram may be simply and 
quickly drawn by measuring the anteroposterior 
and lateral diameters of the patient at the tumor 
level and marking in centimeters these limits on 
intersecting right angles on a large piece of white 
paper. A length of lead wire may then be laid 
across the patient and molded to contour for more 
than one-half of the body at the proper tumor 
level. This procedure forms a templet which may 
be transferred to the anteroposterior and lateral 
dimensions marked on the paper. A marking 
pencil is used to trace the patient’s contour within 
the anteroposterior and lateral limits. The op- 
posite contour is obtained in a similar fashion. 
Thereafter, the tumor area is drawn in and the 
related vital organs are outlined in proper re- 
lationship and size. Any standard atlas of cross 
section anatomy may be used for reference. 

The completed diagram may then be studied 
and the attack on the tumor area planned. Trans- 
parent isodose curves of the proper size and HVL 
are convenient to move around over the diagram 
to plan the ports, direction of the beam and 
percentage depth dose. 

The direction or angle is indicated by a straight 
line passing through the center of the skin port 
to the central part of the tumor or area. This 
angle is measured by a protractor. The overlay 
isodose curve transparency will indicate the per- 
centage depth dose at the tumor level. 

A silhouette diagram is needed in order to 
visualize the angles and position of the posterior 
ports. The silhouette diagram is traced from a 
templet of molded lead wire lifted from the ilio- 
sacral, gluteal and thigh mid line. The tracing 
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is drawn to centimeter heights on vertical lines 
of a length to correspond to body thickness at 
about the fifth lumbar, the coccyx, and at the 
gluteal thigh fold. The proper position of the 
cervix is indicated in the mid portion of the 
silhouette diagram and point A marked at 2 cm. 
cephalad from the cervix. Point A may be used 
as a “Herd” point of the posterior ports. The 
use of small posterior ports, 6 x 10 cm., will 
allow 4 to 6 areas to be placed over the sacro-iliac 
and gluteal regions. Therefore the angle of the 
sacral ports will vary considerably in angulation 
from the gluteal areas in accordance with the 
contour, shape and size of each patient. The 
beam direction is shown by straight lines from 
selected port area to the cross-fire center. 


The angles are measured in degrees with a 
protractor using a horizontal through the tumor 
area as a base line. The angles are then recorded 
on the treatment chart. The ports are marked 
on a master body diagram printed on the 
therapy sheet to indicate the areas for treat- 
ment. These ports are identified on the chart 
by number, and each port column carries the 
angle degree as a heading. The true location of 
the ports is marked on the patient’s skin with 
a marking pencil. They are drawn to size and 
remarked from day to day as the ink fades. The 
ports should be drawn with the patient relaxed 
in the prone or supine position to prevent dis- 
tortion of the skin patterns. Careful reposition- 
ing of the patient will not disturb the required 
body beam angle. Thus, precise reduplication 
of treatment and beam direction may be carried 
out during the rotation of the therapy areas. 
An angle indicator is used to indicate the degree 
of inclination of the beam. The angle indicator 
used by the authors is a free falling ball bearing 
in the arc of a protractor. The direction of the 
beam from head to foot is indicated by an arrow 
sign on the body diagram of the treatment chart. 
The operation of this cross section diagram 
method is not time consuming. It requires on 
the average about one man hour to complete a 
pertinent history, physical examination and the 
cross section drawing. 


In order to illustrate the value of using cross 
sectional diagrams and employing the indicated 
angles, it was necessary to demonstrate accurate 
placement of depth distribution or cross firing 
within the pelvis. This was accomplished by 
securing film patterns of intersecting beams at 
various levels. A wax model with a female bony 
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pelvis in proper anatomical position was cast 
from a mold lifted from a patient. The model was 
cut through the mid-anterio-posterior plane and 
the cervix location marked with a metal washer. 
The problem was to show that a well distributed 
concise cross firing of the beams could be de- 
livered from point A to the pelvis wall without 
over irradiating the cervix or the hip joint. 


Cross section and silhouette diagrams were 
made of the wax model and two anterior and 
four posterior ports planned. The diagram re- 
vealed that the anterior ports required a 90- 
degree angle. The two sacro-iliac ports required 
an inclination of 125 degrees caudad, and the 
two gluteal ports necessitated 135 degrees 
cephalad. Each port was measured at 6 x 10 cm. 
A lead strip 3 x 12 cm. was laid over the mid 
line in order to split equally a 15 x 10 cm. field 
of irradiation, thus placing the two 6 x 10 cm. 
ports to each side of the pelvis. The projected 
images of the ports at the mid plane would 
represent the accuracy of cross sectional plan- 
ning. Ad-Lux® film was placed between the 
halves of the model and the two anterior and 
four posterior ports exposed, using the angles 
found in the cross section diagrams. The de- 
veloped film showed excellent composite of the 
six fields in the perimetrial areas with apparent 
protection to the cervix and the acetabulum. 


_Since this wax model was cast from a patient, 
it is assumed that the same depth distribution 
occurs within the patient’s pelvis. Several other 
experimental films used in the wax model illus- 
trate excellent control and predetermined place- 
ment of the crossfiring patterns. Furthermore, 
it is assumed that such accurate placement of 
the depth distribution shown in these two com- 
posite films would not have been possible by 
mere guess work in pointing the x-ray beam. 


SUMMARY 


(1) It is believed that a revival of cross sec- 
tion diagram study of the patient, employing the 
use of indicated angle will contribute to improve 
the depth dose distribution. 

(2) The cross section diagrams method also 
furnishes an excellent means for estimation of 
the tumor dose, and the actual visualization of 
the depth distribution, thus avoiding unneces- 
sary widespread radiation. 

(3) The method is simple and not time con- 
suming and may be applied to any anatomical 
location. The ideas are not new or original; 
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however, the use of the silhouette diagram and 
correlation of the angles found on the two cross 
sections with an angle indicator on the tube head 
may be called interesting and valuable. 

(4) The methods described are used in the 
author’s private practice. 


DISCUSSION (Abstract) 


Dr. Edwin C. Ernst, St. Louis, Mo.—I agree with the 
suggestions of the essayists in urging increased attention 
of the radiologist to the external roentgen therapy phases 
in the management of malignant pelvic conditions. 

Those of us who attended the International Cancer and 
Radiological Congresses realized that greater consiaera- 
tion was directed in England and France towards the 
physical and technical radiologic therapy phases of deep- 
seated tumor lesions than in the majority of our radio- 
logic departments or private laboratories in the United 
States. 


For those of you who have not been in radiology 
longer than the recent decade, perhaps I may review 
the development of radiologic progress in radium and 
x-ray therapy for the treatment of cancer of the cervix 
lesions throughout the recent twenty-five year period. 
In the early days the first and only therapy measure 
was the employment of radium. Finally, from 1925 to 
1928, some of us in this country began supplementing 
x-ray therapy prior to the use of radium in cancer of 
the cervix. Others employed post radium x-ray therapy. 
About that time in Europe they were just beginning to 
employ preliminary and post x-radiation therapy. I well 
remember the long series of treatments which were 
administered at the Radium Hemmet, a matter of many 
hours, and, in Paris, as long as three hours was required 
and administered to a single external field. Lower voltage 
(125 to 140 kv.) and extremely heavy filters, I should 
say excessive filters, were employed. This might be 
called the second period of technical changes or im- 
provements complementing the use of radium. In my 
opinion, the use of x-ray therapy was not explored to 
full advantage at that time. 


Finally, we reach the present phase of development 
of higher voltages in the treatment of cancer of the 
cervix. As emphasized by the essayists today, greater 
consideration should be given to the auxiliary applica- 
tion procedures of external roentgen therapy towards 
the goal of more accurate distribution of the x-ray and 
radium sources, and more effective localization of the 
radiation beam in line with the predetermined dosage 
analyzation. According to Todd of the Manchester group, 
in larger patients it is vital that we find ways and means 
of delivering a greater amount of radiation to the deeper 
structures, namely: the glands in the sections along the 
lateral walls of the pelvis, particularly in area B. To 
some extent, and perhaps this presumption may not be 
demonstrable, we should avoid over-radiating the so- 
called “arbitrary” area A, which is 2 cm. lateral to the 
cervical canal and 2 cm. above the fornices. 


The present outlook is one of giving greater con- 
sideration to the external x-ray method of administering 
radiation therapy, but with a predetermined accurate 
knowledge in advance of the radium dose delivered in 
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points A and B respectively. For example, in the use 
of radium today we should know exactly how much 
radiation we are delivering to all sections of the pelvis 
and distant nodes. The area points, A and B, which 
latter region is 5 cm. to the right or left of the uterine 
canal at the level of point A, are helpful arbitrary pelvic 
fields for estimating the total x-ray and radium doses 
in gamma roentgens. This also applies to transvaginal 
x-ray therapy. The more resistant or distant (point B) 
structures may require additional radiation, but over- 
radiating the normal structures should be avoided, 
especially the bladder, rectum, and ureteral structures. 

In closing, I wish to disagree with the essayist’s statc- 
ment “A simple, practical method for accurate placement 
of the tumor dose is a valuable procedure.” I would 
suggest striking oui the word “valuable,” and replacing 
it with the word “essential.” 

And secondly, it has been the observation of those 
visiting in European hospitals that much of the therapy 
is dominated, rather than regulated, by physicists. This 
is not true in every radiologic clinic. The physicists 
abroad work out the dosage factors with the most minute 
accuracy, precision, and, in special cases, require time 
consuming preliminary preparations. Frequently, several 
days are required for molding forms just for a particular 
regional malignancy. We all have profited in seeing this 
work, and it should stimulate our technical activities 
towards increasing our physical consideration of the 
various procedures and cooperating to a greater extent 
with our physicists, even though clinical judgment based 
on experience must remain the full responsibility of the 
physical therapeutist. In many of the institutions and 
hospitals in England, the physician radiation therapeutist 
assumes only a minor role in the treatment of his patient. 
In our own country, perhaps to a lesser extent, we 
delegate many of our procedures to the judgment of our 
technicians and less frequently to consultation with well- 
trained physicists. 

There is a happy medium of directing equal con- 
sideration to the clinical as well as the technical problems 
of our patients, which can be followed with profit to the 
cancer patient. 

Dr. Thomas H. Lipscomb, Jacksonville, Fla—I wonder 
whether using an x-ray view box and slipping the 
transparent depth dosage curves underneath the white 
paper would be an advantage in charting depth doses. 


Dr. J. R. Maxfield, Jr., Dallas, Tex—Dr. Donaldson 
uses a technic that might also add to this method. He 
makes very fine 35 mm. Kodachromes of anatomical 
cross section drawings, and then using the 35 mm. pro- 
jector, he is able to have the actual contour of the 
various structures projected to scale on white paper for 
sketching and calculations. 


Dr. Love (closing)—lIlluminating the paper would 
probably contribute to the technic. We make the cross 
section diagram on one side and the silhouette or con- 
tour on the other side with the same piece of paper. We 
have never thought of transilluminating for that reason, 
but if it were made on a single piece for each different 
diagram, that illumination would certainly add to it. 

The transparent curves that we used were interpolated 
from Maynerd’s general curves. They are quite trans- 
parent and we are able to see the drawings through the 
transparent curv” very nicely. 
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THE ORTHOPEDIC SHOULDER PROBLEM 
AS RELATED TO INDUSTRIAL 
MEDICINE* 


By Frep C. Reynotps, M.D. 
and 
LEE T. Forp, M.D. 
St. Louis, Missouri 


The orthopedic shoulder problem embraces the 
so-called painful shoulder, acute, subacute and 
chronic. Clinical syndromes that fall into this 
category are usually divided into: (1) tears of 
the rotator cuff; (2) calcification in one or more 
tendons of the rotator cuff; (3) subacromial 
bursitis; (4) the bicipital syndrome; and (5) the 
frozen shoulder. Other conditions that may pro- 
duce shoulder pain, but in which the fundamental 
pathologic process is not in the shoulder joint, as 
well as fractures and dislocations, are not within 
the scope of this paper. 


Since Codman! ably described the anatomical, 
pathologic, clinical and surgical aspects of certain 
phases of this problem a considerable literature 
has accumulated. This has been well reviewed 
by Wilson? and Key.’ 

Tears of the Rotator Cuff—The muscles 
whose tendons form the rotator cuff are the 
supraspinatus, infraspinatus, teres minor and the 
_ subscapularis. The tendons of the first three join 
so intimately together that it is difficult to dis- 
tinguish one from the other near their insertion. 
The first three insert into the greater tuberosity 
lateral to the bicipital groove. The subscapularis 
inserts into the lesser tuberosity, medial to the 
groove. The conjoined tendons of these muscles 
lie directly beneath the floor of the subacromial 
bursa and form the roof of the shoulder joint 
proper. 

There is excellent experimental evidence to 
show that it is extremely difficult to rupture a 
normal tendon. Of the muscle-tendon-bone com- 
plex the strongest link is the tendon (Cronkite,* 
McMaster,’ Lindblom®). Rupture of one or 
more tendons may occur with dislocation of the 
shoulder (Smith,’ Outland and Shepard’). Direct 
trauma, however, rarely if ever results in rupture. 
The majority of the ruptures, whether partial or 
complete, result from muscular violence and are 
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often associated with relatively minor trauma. It 
is evident, therefore, that there has been de- 
generation and weakening of the tendon prior to 
the injury which results in rupture. Martin? 
demonstrated that with external rotation of the 
humerus prevented, abduction could then cause 
injury to the supraspinatus tendon by pressure 
against the acromiohumeral arch, and that in this 
way repeated trauma could lead to degenerative 
changes in the tendon. Meyer!® suggested that 
these degenerative changes are brought about by 
wear and tear as a result of prolonged working 
with the arm in abduction. Codman!! found only 
one case of rupture of a tendon of the rotator cuff 
in which the patient had not engaged in pro- 
longed heavy work. Wilson? demonstrated that 
there was a higher incidence of these changes in 
laborers and that they were more common in 
the larger arm. 


Partial or complete rupture of one or more 
of the tendons of the rotator cuff results in pain 
and weakness of the shoulder. Wilson’ says: 

“During the first few nights following a complete 
rupture the pain is very severe; then it becomes a 
nagging pain, bearable but very annoying. This pain is 
felt near the insertion of the deltoid. It continues with- 
out letup for months and months and is aggravated 
by attempts to work. The spinatus muscles begin to 
atrophy after about three weeks. Unless operated upon 
the patient never completely recovers the use of his arm.” 

With this we do not fully agree as we have 
seen a number of patients whose history and 
physical findings were typical of a rupture of the 
supraspinatus tendon and who refused operation. 
In a surprisingly short time they returned to 
work, having a shoulder that was not painful, a 
good range of motion and nearly normal strength. 
Codman! says that some men continue to work 
and become symptom free after 2 to 5 years. 
Furthermore, as pointed out by Keyes!” and 
others, there are many more tears found at 
autopsy than are suspected during life. A recent 
case of severe sepsis of the shoulder operated 
upon for the purpose of washing out the pus was 
found to have the entire rotator cuff avulsed. 
Because of the infection no attempt was made 
at repair. This patient obtained a very useful 
range of painless motion limited only slightly in 
elevation. 

Despite the favorable outcome in some of these 
cases, all patients in whom this injury is sus- 
pected should be seen early. Repair of the tear 
shortly after injury is as a rule easily accom- 
plished and the period of rehabilitation is not 
prolonged. Late suture of the tendon is impos- 
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sible and in these cases the retracted stump must 
be attached to the head of the humerus where 
it lies. All of the cases that we have seen in 
which the repair was done late have had a pro- 
longed period of temporary total disability and 
some residual permanent impairment. 

Rupture of one or more tendons of the rotator 
cuff rarely occurs before the age of 50. Degen- 
erative changes in the tendon secondary to re- 
peated minor trauma predispose to rupture. There 
is definite evidence that certain occupations may 
be a factor in the production of these degenerative 
changes in the tendon. When rupture does occur 
in the course of employment the injury should be 
considered compensable. 


Calcification in the Vicinity of the Shoulder— 
Calcification when present, always occurs in one 
of the tendons making up the rotator cuff of the 
shoulder, although a deposit of calcium in one of 
the tendons may sometimes rupture through the 
floor of the bursa, filling the bursa. Irritation 
and inflammation of the subacromial bursa is 
always secondary to the lesion in the tendon. The 
actual frequency of calcification in one of the 
tendons of the rotator cuff is not known. The 
only reliable survey is that recorded by Bos- 
worth.'3 In 1941 he reported the results of ex- 
amining both shoulders of 6,061 persons by 
fluoroscopy. One hundred sixty-five (2.7 per 
cent) of these showed calcification in one or both 
shoulders. Of the 165 persons 46 per cent showed 
calcium in both shoulders. A deposit of calcium 
was twice as common in the right shoulder and 
was more common in males (3.6 per cent) than 
in females (2.5 per cent). The majority of these 
people (94 per cent) were white-collar workers. 
Of the females with calcium deposits near the 
shoulder, typists outnumbered non-typists, sub- 
stantiating Codman’s impression that 


“Years and years of heredity have not prepared the 
stenographer or machine operator to keep the supra- 
spinatus tendon stretched and under tension, hour after 
hour, day after day.” 


Bosworth was able to follow 5,061 of these 
persons (employees of one company), 138 of 
whom had calcification, for a period of 3 years 
and during that time 41 of these, with calcium, 
developed painful shoulders. In only 7 was a 
clear-cut history of injury present which seemed 
related to the condition. It was his impression 
that trauma, when it did occur, was coincidental. 
In Bosworth’s group 29 persons developed a cal- 
cium deposit within 1 year of a negative examina- 
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tion and of these the calcium disappeared in 13. 
Four of these 13 had no symptoms. Almost 90 
per cent of Bosworth’s entire group were under 
the age of 40. 

Calcification occurs most frequently in the 
supraspinatus tendon (51 per cent); less fre- 
quently in the infraspinatus (44 per cent); teres 
minor (23 per cent); and rarely in the sub- 
scapularis. These figures are from Bosworth’s 
analysis which showed calcium deposits in 2 or 
more tendons in 20 per cent of the cases. 

The cause of this calcification has not been 
explained. Except in the formation of bone, cal- 
cification seldom occurs in normal tissue. Any 
area of dead tissue that is so large or so situated 
that it cannot be readily absorbed may become 
infiltrated with lime salts (Wells'*). Whether 
from injury or from an anomaly in the structure 
of the shoulder, the musculotendinous cuff is pre- 
disposed to degeneration. It is possible that an 
injury can cause the degeneration which may later 
lead to the deposit of calcium. Trauma may 
damage the tissue surrounding a deposit and 
cause the calcium to spread to tissue where it 
may cause symptoms (Key*). Bishop believes 
repeated injuries rupture a few fibers only, but 
frequent repetition can cause degeneration and a 
calcium deposit. Excessive use of certain muscles 
predisposes to the formation of calcium deposits 
in their tendons. Infection has been eliminated 
as an etiologic factor. 


The calcium which is deposited in these 
tendons is in the form of phosphates and car- 
bonates said to have about the same proportion 
as that of bone. These salts come from the blood. 
These are at first in the form of amorphous 
granules. These later coalesce to form larger 
masses which are scattered through the tissue 
and may be mixed with the disintegrating re- 
mains of the degenerated tissue. Whether this 
calcium is first deposited in the cells in or be- 
tween the connective tissue fibers is not known. 
Localized aseptic necrosis in these tendons has 
been considered an etiologic factor in degenera- 
tion. However, on section this tissue is more 
vascular and more cellular than normal. A def- 
inite inflammatory process is evident as shown 
by microscopic findings of round cell infiltration 
and in some of the very acute lesions, poly- 
morphonuclear neutrophils. As these lesions be- 
come more aged, foreign body giant cells may be 
present. This inflammatory process is due to 
chemical irritation and foreign body reaction. 
Frequently the hyperemic response to this irri- 
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tation results in absorption of the calcium deposit 
and, as might be expected, is followed by relief 
of pain. 

We have noted about the same incidence of 
the condition in the two sexes, probably because 
we do not see a large number of manual laborers. 
We believe that housewives have as much dif. 
ficulty as working men. It is difficult to consider 
a single trauma as being the cause of calcifica- 
tion. Most cases of acute painful episodes follow- 
ing a single trauma undoubtedly had a calcium 
deposit present and were asymptomatic for some 
time before the injury. Since it is possible that 
trauma may aggravate or bring on an acute at- 
tack, such cases should be considered compen- 
sable if a definite cause and effect relationship 
can be established. 


In the case of rupture of the supraspinatus 
tendon we have good evidence that this is made 
possible by repeated trauma and wear and tear 
on the tendon. The best theory of the underlying 
pathology resulting in calcification of the su- 
praspinatus tendon likewise includes repeated 
trauma and degeneration. What then determines 
which shall occur, rupture or calcification? The 
only apparent difference is the age at which these 
occur. We have no knowledge of rupture of a 
previously calcified tendon as would be expected 
if the etiology were the same. There must, there- 
fore, be some other etiologic factor as yet un- 
‘known in the production of one of these lesions. 

As has been shown, calcification may be 
present for a long time without symptoms or it 
may form in a few weeks (Bosworth!5). Hard, 
well-encapsulated calcification in our experience 
rarely causes symptoms. Soft, amorphous de- 
posits almost always produce symptoms. This 
may be superimposed on a calcification of long 
standing. Pain is produced by the inflammatory 
reaction created by the calcium deposit, probably 
by irritation of the lining of the subacromial 
bursa, commonly known as subdeltoid bursitis. 
The attack may be acute, subacute or chronic, 
depending on the severity of the pain and rapidity 
of onset. Pain which usually starts in the shoulder 
or radiates to the insertion of the deltoid may 
shortly radiate into the neck and head as well 
as down the arm and hand. Restriction of motion 
and acute tenderness over the shoulder as well 
as the appearance on x-ray make the diagnosis 
easy in the acute phase. However, in the sub- 
acute and chronic phase the symptoms may be 
hard to differentiate from scalenus anticus syn- 
drome or cervical disc. 
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Since the behavior of these shoulders varies 
very much it is hard to formulate a definite plan 
of treatment. It has been shown by Bosworth,!’ 
Brickner!> and others, that these deposits may 
disappear without any form of treatment or with 
varied types of treatment and the majority of 
patients will recover regardless of whether or not 
they are treated. Treatment, therefore, should 
be directed to two phases of the condition: (1) 
pain, (2) frozen shoulder. 

In the acute attack with a calcium deposit in 
one of the tendons of the rotator cuff, conserva- 
tive measures should be tried first. Injections of 
large amounts of procaine in and about the bursa 
(Howard!*) or irrigation of the bursa with pro- 
caine or saline with two needles (Patterson and 
Darrach!’) may be successful in relieving the 
pain. We have found, however, that unless the 
calcium deposit in the tendon is entered by the 
needle and decompression obtained, this relief is 
very short and is usually followed by an increase 
in pain in from 2 to 3 hours. We prefer, there- 
fore, to attempt to strike a portion of the deposit 
with an 18- or 20-gauge needle and to decompress 
this area by washing a portion of the calcium into 
the syringe with a to-and-fro motion of the 
plunger. If this can be accomplished relief of 
pain is immediate and the attack will usually 
subside within 48 hours. In those cases that do 
not obtain immediate relief with conservative 
treatment, surgical removal of as much of the 
calcium deposit as possible should be carried out 
(Key*). X-ray therapy in the acute phase has 
been disappointing. In the subacute and chronic 
cases x-ray therapy and exercise have given good 
results. We strongly urge early and active treat- 
ment in these cases not only to relieve the pain, 
which is important to the patient, but continued 
pain with resultant immobilization of the arm 
against the side in the presence of an acute in- 
flammatory process leads to a frozen shoulder 
which may result in months and even years of 
time lost from work. 

Subdeltoid Bursitis ——There remains an almost 
equal number of patients who present signs 
and symptoms indistinguishable from the above 
groups, but in whom no calcification was found 
on examination. As a rule, they do not go 
through the very acute phase. These are usually 
termed subdeltoid or subacromial bursitis. It is 
possible that these have had calcium present at 
one time of such small quantity that it did not 
show on x-ray or it was present and absorbed very 
rapidly before the x-ray was taken. 
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Patterson and Darrach!’ report that in irrigat- 
ing a shoulder without x-ray evidence of calcifica- 
tion, they obtained material heavy in calcium 
salts. 


We have treated these cases with only con- 
servative measures such as deep x-ray therapy, 
procaine injections, exercises and time. 


The relationship of subdeltoid bursitis to in- 
dustry probably parallels that of calcification in 
the rotator cuff. 


Bicipital Syndrome.—Moseley'® believes that 
when bicipital syndromes are correctly diagnosed 
they will be found to equal in number the cases 
of ruptures or calcified deposits of the rotator cuff 
in causing shoulder pain. It should be remem- 
bered (Lippmann!?) that there is no motion of 
the biceps in the groove unless the shoulder joint 
moves also. Since the biceps tendon has a rigid 
sheath with paratenon, it may be subject to 
tenosynovitis as well as tendinitis. 


Lippmann!? believes that the majority of 
cases of frozen shoulder are the result of bicipital 
tenosynovitis. In the acute phase these patients 
complain of pain in the lateral aspect of the 
shoulder which may radiate upwards to the neck 
and distally into the arm. In addition, a varying 
degree of limited shoulder motion is present. 
Local tenderness over the bicipital groove is 
marked (Lippmann!’®). 


We have been satisfied in almost every case 
in which this diagnosis has been made, to treat 
them conservatively using procaine injections, 
deep x-ray therapy and exercises following the 
acute phase. Hitchcock’ has described this syn- 
drome and recommends operation for it, which 
in our hands has given poor results. 


The etiology of rupture of this tendon is prob- 
ably similar to that of rupture of the supra- 
spinatus tendon. Degenerative changes in the 
tendon may be accompanied by fraying caused 
by rubbing against rough spots in the bicipital 
groove. As is the case in the supraspinatus, a 
normal biceps tendon should not rupture. When 
it does it may be assumed that degeneration 
pre-existed. 

Treatment of the complete rupture is surgical 
and consists of attaching the distal end to drill 
holes in the groove or to the short head of the 
biceps. When the actual rupture of the biceps 
tendon occurs in association with work it should 
be considered aggravation of a pre-existing con- 
dition and be termed a compensable injury. 
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Frozen Shoulder—This condition was first 
described by Duplay in 1872. He termed it peri- 
arthritis. We believe that frozen shoulder may 
occur as a complication of any of the previously 
described conditions. It may follow surgical pro- 
cedures or major or minor trauma to the shoulder 
region. It may be accompanied by causalgia 
involving that extremity, and when it is, the con- 
dition is termed shoulder-hand syndrome (Stein- 
brocker?!). In most cases calcium is not present. 
The average case may last for 6 to 24 months 
(Moseley'?) and is said to return to normal 
eventually. We believe that this is true in most, 
but not in every case. The total period of dis- 
ability in a frozen shoulder may usually be 
shortened by manipulation under anesthesia or 
by stretching gradually with traction, using heavy 
sedation. We prefer the former. 


Where causalgic pain and circulatory changes 
are a prominent part of the syndrome, cervical 
syrapathetic nerve blocks with procaine are very 
useful. Recently we have seen a case in which 
cortisone gave dramatic relief of pain and gradual 
improvement of motion. 

Relation of the frozen shoulder to industry 
will depend on the nature of the underlying con- 
dition which led to the periarthritis. In these 
cases the period of disability is prolonged and, 
depending on occupation, the degree of disability 
may be marked. 


SUMMARY AND CONCLUSIONS 


The pathologic background for this group of 
syndromes seems to be fundamentally a degenera- 
tive change in the substance of one or more 
tendons about the shoulder, probably secondary 
to repeated minor non-symptomatic trauma, or 
gradual attrition from wear and tear. The varia- 
tion of the clinical picture may represent only a 
difference in the reaction of the involved struc- 
tures to this gradual destructive process. It is 
interesting that the only obvious difference in 
pathology between rupture and calcification is 
the age group in which it occurs. It seems logica' 
to assume that the other syndromes are due te 
inflammatory changes secondary to the reaction 
of degeneration. From an industrial standpoint 
single trauma alone does not as a rule produce 
any of these pictures. Single trauma, however, 
may aggravate the condition and directly result 
in activation of symptoms with the production of 
disability. For this reason whenever cause and 
effect relationship can be established the condi- 
tion should be considered compensable. 


é 


Vol. 44 No.9 
BIBLIOGRAPHY 
1, _e E. A.: The Shoulder. Boston: Thomas Todd & Co., 


2. Wilson, C. L.: Lesions of the Supraspinatus Tendon. 
Surg., 46:307, 1943. 

3. Key, J. A.: Calcium Deposits in the Me Shoulder 
and of Other Joints. Ann. Surg., 129:737, 

4. Cronkite, A. E.: Tensile Strength of Human oe. 
Rec., 64:173, 1936. 

5. McMaster, P. E.: Tendon and Muscle Ruptures; Clinical and 
Experimental Studies on the Causes and Location of Sub- 
cutaneous Ruptures. J. Bone & Joint Surg., 15:705, 1933. 

6. Lindblom, K.: On Pathogenesis of Ruptures of the Tendon 
eas of the Shoulder Joint. Acta Radiol., 20:563, 
1939, 


Arch. 


Anat. 


7. Smith, J. S.: Pathological Appearances of Severe Cases of 
Injury of the Shoulder Joints, with Remarks. Amer. J. Med. 
Sci., 16:219, 1835. 

8. Outland, T. A.; and Shepard, W. F.: Tears of the Supra- 
spinatus Tendon: Resume of Twelve Operated Cases. Ann. 
Surg., 107:116, 1938. 

9. Martin, C. P.: Movements of the Shoulder Joint with Special 
Reference to Rupture of the Supraspinatus Tendon. Amer. J. 
Anat., 66:213, 1940. 

10. Meyer, A. W.: Chronic aaa oa Lesions of the Shoulder. 
Arch. Surg., 35:646, 

11. Codman, E. A.: ety a Supraspinatus. 
42 :603, 1938, 

12. Keyes, E. L.: Cadaver Observations: Anatomical Observations 
on Senile Changes in the Shoulder. J. Bone & Jaint Surg., 
17:953, 1935. 

13. Bosworth, B. M.: Calcium Deposits in the Shoulder and 
Subacromial Bursitis: A Survey of 12,122 Shoulders. J.A.M.A., 
116:2477, 1941. 

14, ae H. G.: Chemical Pathology. Sth Ed Philadelphia: 
Ww. Saunders Co., 1925. 

15. FR, W. M.: Prevalent Fallacies Concerning Subacromial 
Bursitis, Its Pathogenesis and Rational Operative Treatment. 
Amer. J. ~~ Sci., 149:351, 1915. 

16. Howard, a: A New Concept of Tenosynovitis and the 

Pathology "a Physiological Effort. Amer. J. Surg., 42:723, 

1938 


17. Patterson, R. L., Jr.; and Darrach, W.: Treatment of Acute 
Bursitis by Needle Irrigation. J. Bone & Joint Surg., 19:993, 


18. Moseley, H. F.: Shoulder Lesions. Springfield: Charles C. 
Thomas, Publisher, 1945. 


Amer. J. Surg., 


19. Lippmann, R. K.: Frozen Shoulder; crane Bicipital 
Tenosynovitis. Arch. Surg., 47:283, 
20. Hitchcock, H. H.; and Bechtol, fod ey Painful Shoulder. 


Observations on the Role of the Tendon of the Long Head of 
the Biceps Brachii in Its Causation. J. Bone and Joint Surg., 
30-A, 2:263, 1948. 

21. Steinbrocker, O.; Spitzer, N.; and Friedman, H. H.: The 
Shoulder Hand Syndrome in Reflex Dystrophy of the Upper 
Extremity. Ann. Int. Med., 20:22, 1948. 


DISCUSSION (Abstract) 


Dr. R. Emmet Kelly, St. Louis, Mo—I am very much 
interested in Dr. Ford’s treatment of a case with 
cortisone. Yesterday I was discussing the problem of 
subdeltoid bursitis in industrial workers with a man 
who has probably worked more with cortisone than any- 
one else. He has had seventeen cases which responded 
very well to injection of 1 to 5 cc. in the area around the 
joint. Many of these cases had had radiation therapy, 
and some have lasted for months. Obviously, this work 
is in the preliminary stage. 


Dr. Reynolds (closing) —We are only beginning to 
work with cortisone. In the cases cited, immediate re- 
lief of pain was observed, with improvement of func- 
tion. The drug was not injected in the shoulder joint or 
region of the shoulder. 

Sometime after discontinuance of the drug, the stiff- 
ness gradually returned to the shoulder. Whether that 
will be true when the drug is injected into the rotator 
cuff, I do not know. We have not attempted to inject 
into any of the involved joints. 
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EDUCATION IN GENERAL PRACTICE* 


By Joun O. Boyp, Jr., M.D. 
Roanoke, Virginia 


The scope of the subject of this paper did 
not fully strike me until I became involved in 
the preparation of it. To cover the subject, we 
must begin with the medical school and consider 
the question until the death of the general prac- 
titioner. To cover such a wide field in any 
reasonable time is out of the question, if one 
goes into the details which many divisions of the 
subject deserve. However, it is essential that we 
mention the various phases, and I shall endeavor 
to dwell at greater length on those with which I 
am more familiar. My audacity in addressing 
this group, most of you being educators, on this 
subject is practically unimaginable in any event. 
I hope that you will bear with me and realize that 
the ideas presented reveal the “home spun” view- 
point of a practicing general practitioner. 


Perhaps it will not be entirely amiss to ask 
ourselves the question “Why the general prac- 
titioner?” before undertaking to discuss his edu- 
cation. It will be a waste of time to dwell on 
this subject, as it has been presented repeatedly 
in the last several years to medical, as well as 
lay groups, and is becoming somewhat common- 
place. Neverthless, I should like to point out to 
you two reasons why general practice must be 
encouraged and more men guided into this field 
of the profession. First, it would be impossible 
to train a sufficient number of men as pedi- 
atricians, for example, if they limited their prac- 
tice entirely to pediatrics, and leave enough doc- 
tors available for the treatment of other ills. 
This could also be said of obstetrics and of many 
of the other specialities, if the men so trained 
stuck strictly to the specialty. Thus even if 
specialization to its ultimate is considered the 
desired end in American medicine, it is impos- 
sible of attainment because of insufficient per- 
sonnel. Secondly, if enough men were available 
to make it possible to have 100 per cent speciali- 
zation in American medicine, the cost would be 
impossible unless it was underwritten by the 
federal government through taxation. In this 
audience, it is unnecessary for me to dwell further 
on the impossibility of this consideration. Al- 
though many other reasons for general practice 
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may be in your minds, and there are others 
which I could readily call to your attention, this 
to me makes it evident that we must have general 
practitioners, that we will have them, and that 
we are justified in considering means whereby 
their standard of service may be kept as high as 
possible. This means education. 

Although admittedly bold, I would not dare 
suggest the detail of the curriculum for a depart- 
ment of general practice in a medical school. 
Nevertheless, it is evident to all of us that if 
medical students are going to be encouraged to 
enter the jield of general practice, a more active 
curriculum in the medical school must be part of 
their training if they are going to be interested in 
this field. Certain schools are actively attacking 
the problem and you are more familiar with the 
details of their many approaches than I. One 
which is of particular promise, however, is that 
at the University of Kansas where students in 
their senior year are sent out for a period of 
externship with selected general practitioners in 
rural areas. Although good, this, to my mind, 
leaves much to be desired, and I feel that those 
responsible for the program are not completely 
satisfied with it either. It is extremely doubtful 
that anything material will be obtained until 
medical schools see fit to place on their faculty 
a professor of general practice with full depart- 
mental status. You would all be adamant if it 
were suggested in your school that the professor 
of urology should teach men cardiology and in- 
fluence them to enter this field. It is equally 
untenable that an internist should influence a 
man to enter the field of general surgery. Is it 
then unreasonable to attribute, in part, the failure 
of the medical school more successfully to interest 
its students in the field of general practice, to the 
absence of contact with men who are themselves 
primarily interested in it? 


Should those of you concerned with our med- 
ical schools see fit to pursue this possibility fur- 
ther, there are two problems which you will 
encounter. In the first instance, the resentment 
of the present faculty made up of 100 per cent 
specialists will be difficult to surmount and will 
make the lot of the professor of general practice, 
should he be appointed, a difficult one. Secondly, 
there are too few general practitioners, possessing 
the attributes of a teacher, available for such an 
appointment. In the event that your thoughts 
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should be directed towards this end, it is not too 
early to begin the consideration of the latter two 
problems. 


In our enthusiasm to encourage interns and 
residents to go into general practice, general 
practice internships and residencies have sprung 
up on every hand. Many of those responsible 
for them have been disappointed because the 
positions are not readily filled. Certain men use 
this fact as an argument against the genuine 
interest of young men in general practice and 
of the future position of general practice in the 
medical fraternity. It seems to me that many 
such internships and residencies would fail, be- 
cause of lack of proper understanding of the 
responsibilities of those conducting them, to 
provide educational training for the men ap- 
pointed. The modern medical graduate is no 
longer interested in serving an apprenticeship 
and wasting time for the sake of that alone, but 
is demanding active training in whatever field he 
desires to engage in. It is my personal belief, not 
supported by any statistical survey, that those 
general practice internships and residencies in 
hospitals staffed in large measure by general 
practitioners and handling a very general type 
of work, where the staff is interested in and 
devotes sufficient time to the conduct of a train- 
ing program, are well filled and enthusiastically 
supported by the trainee. Many of us have been 
active in encouraging our teaching schools to set 
up internships and residencies. Again, to my 
mind, this appears to be unwise because of the 
type of material seen in such an institution. In 
as much as the staff is 100 per cent specialists, 
it is natural that the majority of the patients 
admitted to such an institution will present 
bizarre illnesses. Such cases are essential in the 
training of a specialist within the many fields 
in medicine. They are of interest to the general 
practitioner. They have no essential place in the 
training of the general practitioner, while they 
are essential to the training of the specialist. 
Therefore, we should be much better off if we 
encouraged our medical schools to stick to the 
training of specialists and to encourage their 
graduates interested in general practice to accept 
internships and residencies in small general hos- 
pitals which have active teaching programs and 
which may or may not be actively affiliated with 
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the medical school concerned for ward rounds 
and clinical supervision. 

If you then ask what would be the responsi- 
bilities of the head of the general practice de- 
partment in such a school if general practice 
internships and residencies are not available, I 
would offer the suggestion that the medical school 
undertake to supply general practice interns and 
residents on a rotating basis in general hospitals 
reasonably accessible to the school concerned. 
This department head would then be responsible 
for supervising their training in these several 
places and would call upon clinical professors in 
other departments and specialty sections to assist 
in their supervision and training. It seems to me 
that such a program would be more effective, as 
it would put the trainee in more intimate con- 
tact with men actively engaged in general practice 
and with patients presenting more routine prob- 
lems such as they would encounter when they 
enter into their life’s work. As for the responsi- 
bility of the department of general practice in 
the operation of the out-patient department of 
the medical school itself, why not set up a diag- 
nostic clinic to which all new patients will be 
referred and from which they will be sent to the 
specialty sections? It seems natural to have the 
general practitioners enjoying the privilege of 
the hospital serving in this section of the out- 
patient clinic, and this would give valuable ex- 
‘perience to the students, as well as to the prac- 
titioners supervising the clinic. 

Having broadly considered the student, the 
intern and resident, we come now to the most 
discussed phase of our subject, that of continua- 
tion education. This problem was actively at- 
tacked on the release of doctors from military 
service who desired refresher work before re- 
turning to private practice. Additional impetus 
was given this work with the organization of the 
American Academy of General Practice. This 
relatively young medical group requires that 
its members take 150 hours of postgraduate work 
every three years in order to be eligible for 
re-election. Of this, 50 hours must be spent in 
formal postgraduate courses conducted by an 
approved medical school; the remaining hours 
may be obtained by attending scientific meetings, 
publishing scientific articles, and so on. I should 
like to consider continuation education with you 
under five principle divisions which are: (1) 
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County, state and national medical society meet- 
ings. (2) Regular hospital staff meetings. (3) 
Clinics conducted through the affiliation of small 
general hospitals with medical schools supplying 
them with interns. (4) Circuit rider courses. 
(5) Formal postgraduate courses conducted at 
medical schools. 

The scientific value of county, state and na- 
tional medical meetings varies widely. In recent 
years national meetings have been planned from 
a long range viewpoint, and the program com- 
mittees have had some stability, with the result 
that the scientific programs presented serve as 
an excellent postgraduate medium for those in 
attendance. This trend is to be encouraged. 
Many of the state societies are following this 
pattern and their programs have been of increas- 
ing value from the scientific standpoint. How- 
ever, in some instances they serve principally 
as a social function and an opportunity for the 
members to appear in public before their col- 
leagues. The value of county meetings varies 
widely. In many instances guest speakers are 
the usual order of the meeting and the message 
that they bring is of real value to the member- 
ship. In other instances, however, local members 
present papers on subjects of little interest to the 
entire membership and instead of being worth- 
while, the meeting becomes boring and attendance 
drops. Certainly the program should be used to 
improve the men in attendance and should be 
so attractively presented that it would encourage 
the membership to attend. It is not my purpose 
to advocate losing sight of the value of the county 
medical society meeting to train the membership 
in presenting material and analyzing their own 
results. This information is of very real value 
and this medium is the most promising for train- 
ing these men in the preparation of scientific 
material. We should all make a real effort to 
make these meetings of true scientific value in 
the future. 

Hospital staff meetings have been of increasing 
value since the program on Hospital Standardi- 
zation of the American College of Surgeons has 
been more widely applied. Regular staff meet- 
ings are required by hospitals approved by the 
American College of Surgeons and monthly meet- 
ings of the clinical sections of the staff are also. 
required. These meetings, as the staff increas~ 
ingly appreciates their purpose, are serving as 
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excellent postgraduate meetings in keeping the 
staff membership informed of recent advances in 
medicine and surgery. At this time, periodic 
analysis of the hospital morbidity, mortality, 
and so on is presented, and in most instances the 
scientific material consists of clinical presenta- 
tion of cases in the house and addresses by visit- 
ing speakers of prominence. The program com- 
mittee can make of these meetings most worth- 
while postgraduate seminars and should think of 
them in this light. 


In Virginia, and in several other states, the 
medical schools have entered into agreement with 
certain small general hospitals accessible to them, 
whereby they supply interns to these hospitals. 
These men are rotated periodically among several 
of the hospitals, and for certain services into the 
teaching hospitals maintained by the medical 
schools themselves. While in the general hos- 
pitals supplied, the medical schools periodically 
send full time staff men to conduct ward rounds 
with the interns and to go over clinical material 
with them. These rounds can be attended by the 
members of the hospital staff, and increasingly 
are being attended by them. It is possible, follow- 
ing the conduct of regular ward rounds, for the 
visiting clinician to hold a clinic to consult with 
the staff regarding any patients presented. In 
most instances these private patients are not 
charged for the consultation if they are seen dur- 
ing these clinic hours. However, those private 
patients not desiring to be seen under such cir- 
cumstances can often be seen in the evening by 
the consultant with some recompense to him. 
Such hospital affiliation is proving of value to the 
medical school, to the small hospitals affiliated 
with them and to the teaching staff of the medical 
school which, through this agency, has an oppor- 
tunity to contact clinicians throughout the area to 
the mutual advantage of both. 


The circuit rider type of course has been 
popular for some time and is in wide use through- 
out many states in the country. In Pennsylvania 
the state medical society’s committee on post- 
graduate education has organized specific courses 
for each year, and to conduct them has secured 
the services of professors actively associated with 
the medical schools in the state. These courses 
are scheduled at certain strategic towns through- 
out the state for either one day a week, one 
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evening a week, or whatever the local situation 
finds most acceptable. The professor provides the 
registrants with an outline of the material to be 
presented and a registration fee is charged for 
such courses. They last anywhere from six to ten 
weeks and have been well attended in the most 
part. Such courses are of particular value to 
the general practitioner who finds it difficult to 
leave his area for a protracted period of post- 
graduate training in the city. They make it 
possible for him to conduct the essential business 
at home and yet take advantage of up-to-the- 
minute postgraduate training. 


The final form of continuation education is the 
formal postgraduate course conducted in as- 
sociation with a medical school. These are con- 
ducted at the school, as a rule, and last any- 
where from three or four days to five or six 
weeks. They are of very real value but are par- 
ticularly attractive to the specialist desiring re- 
fresher work in his field or to a general prac- 
titioner who is developing a special interest in 
some field. They are to be encouraged and con- 
tinued and probably material can be presented 
which will be more attractive to general prac- 
titioners in the future. 

In conclusion I have endeavored hurriedly to 
direct your attention to certain phases regarding 
the education of the general practitioner from 
medical school through his internship, residency 
and the continuing education necessary while he 
is in practice. The need for continuation of edu- 
cation has been increasingly felt, and the de- 
velopment of programs supplying the need ex- 
pressed by the doctor in practice is occupying 
increasing time of all of our medical educational 
facilities. Only through maintaining a high degree 
of service, which means continuous education for 
the practicing physician, can we in medicine 
justify our opposition to reforms which many of 
the politicians are endeavoring to force upon us 
today. 


DISCUSSION (Abstract) 


Dr. John R. Bender, Winston-Salem, N. C.—There is 
not much virtue in continuing to talk about “education of 
general practitioners” unless educators, hospital admin- 
istrators, and the medical profession as a whole will 
formulate and then put into practice their ideas in an 
over-all educational program. 
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Too long the subject of the general practitioner has 
been kicked about from one group to another and from 
medical schools to standardized hospitals, with an oc- 
casional granting of some minor favor or courtesy in 
order to save face and withdraw criticism, but often 
these so-called favors for the general practitioner are 
methods of sham politics to further the role or autonomy 
of the specialty groups. Evidence of this is seen in the 
number of hospitals either excluding general] practitioners 
from their active staffs or the more diplomatic “run- 
around” of allocation of beds to the different medical 
and surgical departments with no allowance for a de- 
partment of general practice: in other words, specializa-. 
tion “boycotting” general practitioners. 

A teaching hospital in my state was constructed largely 
by the practitioners of the city and county and was run 
by them on a standard satisfactory for accreditancy by 
the American College of Surgeons. But, with the advent 
of the medical school and its affiliation with that hos- 
pital, these general practitioners were either denied staff 
privileges or were mollycoddled under the wing of a 
young specialist who himself had never practiced a day 
outside of the hospital, and had no conception of the 
rudiments or fundamentals of a private practice of 
medicine other than as it applied to his specialized 
anatomical segment, and that in conjunction with a 
clinical laboratory and x-ray department. However, 
during the very time that this hospital staff was boy- 
cotting the general practitioner, they were publishing in 
medical journals reports of their interest in the general 
practitioner and how he was “the foundation and back- 
bone of American medicine.” 

The accepted and accredited internship and residency 
of this hospital were entirely changed to a straight non- 
rotating specialized program with no general practitioners 
for the out-patient clinic, ward rounds, consultation 
services, or the teaching staff. To my mind, such tactics 
from a teaching institution toward general practitioners 
are about as naive in promoting general practice as a 
mechanical school graduating its students in the pre- 
scribed courses of mechanics without their having ever 
seen an automobile or been associated with a garage 
man. Educators should no longer feel that they have to 
dwell upon the subject of educating the general prac- 
titioner. The general practitioner is the man who knows 
best his demerits and his professional shortcomings and 
he desires to keep up regardless of the curriculum of 
the medical schools or hospitals. The requirements of 
the American Academy of General Practice, in its 
requisite of continuous post-graduate education, is evi- 
dence of this fact. This organization, organized by gen- 
eral practitioners, and for general practitioners, has 
written this requirement because they have too often 
seen their specialist confreres “bone” for a board ex- 
amination for a short period of time and. immediately 
after certification and membership by the board, those 
same physicians have completely forgotten that medical 
education or scientific progress is of concern to anyone 
but the medical professors and their students. 
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The best educational program as it applies to general 
practice is the one which gives the general practitioner 
the practical material that he needs and desires. A good 
example of this came from the work of Dr. Nicholson of 
Duke University this year: Dr. Nicholson had five 
general practitioners who met with him and outlined a 
program for the annual medical seminar. The results 
were that more than one hundred physicians registered 
for the two-day symposium in contrast with the previous 
all-time high of twenty-three for this meeting. 

I should like to disagree with Dr. Boyd in his state- 
ment: “We should encourage our medical schools to 
stick to the training of specialists and to encourage their 
graduates interested in general practice to accept intern- 
ships in small general hospitals. Few if any students are 
going to find an incentive to enter general practice unless 
they have a fellowship and professional intercourse with 
general practitioners. 

Dr. Paul R. Hawley makes this statement concerning 
the medical graduate of today: “I can observe de- 
ficiencies in the medical graduate of today which seem 
to me to offer a great opportunity to the medical fra- 
ternity. These are not deficiencies in his professional 
education and training, which are infinitely better than 
in my student days and which have never before in the 
history of medicine been so good. It does seem to me, 
nevertheless, that never has the medical graduate been 
so poorly prepared as he is today, actually so completely 
unprepared, to face the complex problems with which 
he will be confronted the moment he enters private 
practice. It is a tragic paradox, that with a professional 
armamentarium never before equalled, today’s medical 
graduate is handicapped in applying it to the general 
good of humanity by his ignorance of the social and 
economic structure within which ke must serve.” 

I should like to develop a little more fully the idea 
of a preceptorship which Dr. Boyd mentioned at the 
University of Kansas. It is my honest opinion that such 
a program, properly directed, could be made the most 
profitable course of study for the medical student and 
intern. In such a preceptorship, the student or intern 
begins at the grass roots of medical practice and there 
discovers and absorbs the art of medicine which cannot 
be isolated in the laboratory, shown by a shadow on 
the x-ray film, described by the pathologist through the 
microscopic lens, or enucleated by the surgeon’s scalpel. 
This God-given art and sacred medical heritage is that 
indescribable something with which the general prac- 
titioner is able to carry on, despite the humility of his 
lot or the criticism of his confreres. To that end, he 
dedicates himself, for the glory of his profession, the 
healing of the sick, consoling the bereaved, inspiring the 
depressed, calming the disturbed, allaying their fears: in 
short, seeing and serving mankind as a human being 
instead of a specialized segment of the human anatomy. 


Dr. Hardy A. Kemp, Houston, Tex—Let me assure 
gentlemen worrying about general practitioners that, re- 
gardless of all the things specialists are doing, within the 
next several years you will see relatively more general 
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practitioners from our recent graduates than you have 
seen in all your professional life. Ask the deans who are 
here. Better still, ask the G. I. Bill of Rights graduates. 
If even half of them hold to their presently stated 
objective, what I have just said will prove true. As it 
is, very few are so situated financially that they can 
look forward to starting four and five years of residency 
training at the ripe age of thirty-two or more; especially 
if they have been blessed with one heir before extended 
active duty and one or more afterward, as is the case 
in most instances. Unless the demands of the present 
military situation upset things completely, you need 
weep no more for the disappearing general practitioner, 
in the South, at any rate. 


Dr. Richard Hugh Wood, Atlanta, Ga.—To clarify our 
thinking, it seems to me that we should redefine what 
we mean by the general practitioner. I am sure that 
most of us do not mean a specialist in all things nor 
a man who will undertake to do all things. For a long 
time I found disagreement as to the desirability of 
training men for general practice, particularly among 
the department chairmen of our school. However, after 
arriving at a definition of general practice, I found that 
our thinking on the subject was essentially the same, 
and we had little difficulty in coming to an agreement. 
By that definition I would say a man should be well 
grounded in the principles of medicine. As I have 
observed it, the general practitioner’s inadequacies are 
likely to be in the evaluation of the patient. He might 
know pediatrics and obstetrics and do major operative 
surgery remarkably well, without too much formal train- 
ing; yet the evaluation of the patient should be his most 
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important and greatest contribution to the practice of 
medicine. 


Dr. Boyd (closing) —I did not intend to say that the 
medical school should train the general practitioner. The 
graduate training program for interns and residents in 
the large hospitals is not so well achieved as it would 
be in a smaller hospital, where the practitioner would 
have the thing Dr. Bender pointed out: contact with 
general practitioners. The definition of a general prac- 
titioner is to be remembered. The A.M.A. defined gen- 
eral practice at a meeting in Los Angeles, copies of the 
proceedings of which were sent out to all the hospitais. 
I am certain they were received by your institutions 
whether or not they came to your attention. There Dr. 
Anderson, who is the Secretary of the Council of the 
A.M.A. on Medical Education and Hospitals, pointed out 
the fact that the definition of the A.M.A. is to him 
unsatisfactory. And he challenged me to provide him 
with a definition. We are going to endeavor to define 
a general practitioner, but to my mind, we are going 
to have to do it upon the basis of the difference in the 
philosophy of the specialist and the general practitioner. 


We cannot say that a general practitioner is a man who 
does not do cystoscopic work or limit what he does in 
any way. He is a man who does not do anything that 
he is not qualified to do, but who thinks in terms of 
the patient as a whole, including his social background. 
The specialist is by philosophy interested in a narrow, 
particular condition that the patient may present. We 
must get that point across in our definition. I do not 
know how we are going to do it. 
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THE DALLAS MEETING 


All plans for the Dallas meeting Monday, 
Tuesday, Wednesday and Thursday, November 
5-8, are rapidly being completed. The time is 
one week earlier in November than usual. The 
Association activities will begin with an Opening 
Assembly on Monday at 10:30 a.m., which will 
feature an address by the President of the 
American Medical Association, Dr. John W. 
Cline of San Francisco, entitled ‘The Problems 
Confronting Medicine in the Immediate Future.” 
The President of the Dallas County Medical 
Society, Dr. Charles L. Martin, will give a brief 
address of welcome and a response will be given 
by Dr. Elmer L. Henderson, a Past President of 
the Southern Medical Association, immediate 
Past President of the American Medical Associa- 
tion and President of the World Medical 
Association. 

Beginning Monday afternoon and continuing 
through Thursday afternoon, the twenty-one 
sections of the Association, General Practice, 
Medicine, Gastroenterology, Neurology and Psy- 
chiatry, Pediatrics, Pathology, Radiology, Der- 
matology and Syphilology, Allergy, Physical 
Medicine and Rehabilitation, Industrial Medicine 
and Surgery, Surgery, Orthopedic and Traumatic 
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Surgery, Gynecology, Obstetrics, Urology, Proc- 
tology, Ophthalmology and Otolaryngology, An- 
esthesiology, Medical Education and Hospital 
Training, and Public Health, will have forty- 
seven sessions. Regardless of what any physician 
may be interested in, regardless of how broad 
or how limited his interest, there should be at 
Dallas in these forty-seven sessions a program to 
make his attendance worthwhile. The complete 
program will be published in the October issue 
of the Journal. 

An Association dinner on Wednesday evening 
will be addressed by the President, Dr. Curtice 
Rosser of Dallas. He will be followed by an 
entertainer and later there will be a grand ball. 
Some groups, sections, alumni and fraternities, 
are arranging dinners and luncheons. The dinners 
will be on Monday and Tuesday evenings and 
the luncheons at noon on Tuesday and Wed- 
nesday. 

Most of the activities will be at the two large 
downtown hotels, the Adolphus and the Baker, 
which are just across the street from each other. 
The scientific and technical exhibits will be in 
these two hotels. 


The local Executive and Hotel Committees 
have set up a Housing Bureau through which all 
hotel reservations are to clear. See page 862 for 
complete information about hotels. 


The General Chairman of the meeting, Dr. 
Frank A. Selecman, reports that all local com- 
mittees are functioning properly and that every- 
thing will be in readiness for the visitors on 
November 5. He has appointed a reception com- 
mittee which hopes to make each visitor in- 
dividually welcome and glad to be in Dallas. 

-The completeness of the program and the 
excellence of exhibits will again make this meeting 
of the Southern Medical Association the out- 
standing general meeting of the year for phy- 
sicians in the South. 


SODIUM DEFICIENCY IN ADVANCED 
LIVER DISEASE 


In the management of hepatic cirrhosis, much 
has been learned that may add to the comfort of 
the patient. A diet liberal in good proteins and 
vitamins is important here and may produce 
remarkable remissions of symptoms. A _ high 
protein, low sodium diet is advocated by many 
for prevention of the development of ascites in 
advanced cirrhosis.! 
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Symptoms of sodium and potassium deficiency 
are being more and more frequently recognized 
through modern laboratory studies, with bene- 
ficial results in therapy. Potassium deficiency 
symptoms have been noted in certain muscular 
disturbances and their possibility in acute stages 
of poliomyelitis has been suggested. Ingestion 
of sodium chloride by laborers working in very 
hot weather where sodium loss through the per- 
spiration is excessive, has been recommended. 
Saline of course has long been used as an emer- 
gency measure following shock from blood loss 
when no more complete replacement fluid is 
available. Obviously the body has a means of 
swift mobilization of tissue sodium which per- 
mits rather wide variations of intake and output 
under normal conditions. 


However, in any condition in which large 
volumes of fluid are lost from the body, con- 
siderable loss of sodium chloride is likely and 
may result in acute deficiency symptoms. Para- 
centesis has recently been suggested as one of 
these, and as a possible indication for administra- 
tion of sodium chloride. Nelson, Rosenbaum and 
Strauss,? of Framingham, Massachusetts, report 
crises of sodium deficiency in patients with severe 
hepatic cirrhosis following paracenteses. After 
ten to sixteen liters of ascitic fluid were removed, 
the serum sodium was low, there were muscle 
cramps and mental confusion, apathy, tachy- 
cardia and hypotension. Especially if excessive 
thirst caused ingestion of large quantities of 
water, sodium deficiency symptoms tended to 
appear. These symptoms were promptly allevi- 
ated by sodium chloride therapy. 

The various possible etiologic factors of 
cirrhosis, of course, must be carefully considered 
in each case. They may be dietary or toxic, as 
from drugs, poisons, or bacterial toxins. The 
alcoholic develops cirrhosis usually from having 
failed to eat necessary nutritive elements. 

It is comforting that treatment of the advanced 
disease is not the hopeless matter that it was a 
few years ago. There are methods of giving 
specific relief and comfort to the patient, and 
frequently of improving the underlying condi- 
tion. It should be recalled that cirrhosis of 
the liver may be the expression or result of many 

1. Kark, Robert M.; Keeton, W.; Calloway, os O.; Morey, 

R.; Chapman, R. "AS and Ryn R. He: A Rational Basis 


for the Use of Low Sodium, High Protein Diet Therapy in 
Laennec’s Cirrhosis. Arch. Internal Med., 88:61 (July) 1951. 
2. Nelson, William P., III; Rosenbaum, Jack D.; Strauss, 


Maurice B.: Hyponatremia in Hepatic Cirrhosis Following Para- 
centesis. J. Clin. Investig., 30:738 (July) 1951. 


SOUTHERN MEDICAL JOURNAL 


September 1951 


different injuries and that study of the blood 
levels of various minerals may give valuable 
leads to therapy which cannot be obtained other- 
wise. The sodium level is one particularly to be 
followed. 


HAIR AND FAT 


Probably the majority of human adults give 
considerable time, thought and energy to attempts 
to alter the natural arrangement of the hair and 
fat of their bodies. Most persons would like to 
effect some redistribution of their hair and of 
their fat. Hair is mostly treated externally. Fat 
is treated by dietary and hygienic measures 
and sometimes by various internal medications, 
the most used internal one being probably the 
thyroid gland. Michigan investigators! have 
studied the interaction of estrogens and ad- 
renal cortex in this complex physiologic function. 
They have compared particularly the effects of 
estrogen upon hair growth and fat deposition in 
adrenalectomized male animals and in normal 
males. The effect or tendency of the male 
gonadal hormones, from generations of observa- 
tion upon humans and domestic animals, is to 
increase musculature and hairiness, and of the 
female hormones to increase fat and diminish 
hair over the body. Hair and fat distribution 
would seem to have some common controlling 
factors. The Michigan workers measured the 
growth of hair and fatty development of rats in 
shaved areas of the skin and by skin biopsy 
following various types of treatment. 

In adult male rats, estrogen treatment in- 
hibited the growth of hair, sometimes to the point 
where there were practically no growing hair 
bulbs in the animal’s skin. Almost all the fol- 
licles were inactive, extending not more than 
one-third the distance through the epidermis. If 
the rats were adrenalectomized before adminis- 
tration of estrogens, hair growth continued at the 
usual rate, and hair bulbs extended normally into 
the subcutaneous fat. Apparently, the effect of 
estrogen upon male hair and skin was mediated 
through the adrenal cortex; it produced no hair 
inhibiting effect upon rats from which these 
glands had been removed. Adrenal replacement 
therapy in the adrenalectomized could restore 
the picture of hair inhibition: that is, if adrenal 
cortical extract was given to the adrenalectomized 
animal, estrogen again inhibited its hair and 
follicle growth. 
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Some thinning of the epidermis was noted in 
non-adrenalectomized animals treated with estro- 
gens. In these, estrogens induced only slight re- 
duction in the fat of the panniculus adiposus. 
ACTH depletes entirely this layer of fat under 
the skin.! If estrogen and adrenal cortical extract 
were administered together, the amount of fat in 
this region was usually greatest. This fact has 
a possible application in animal husbandry, in 
the “finishing” of meat for butchering, if it 
should be found to apply to species which are 
eaten. In preparation of meat for the market it 
is desirable for the animal to have a layer of fat 
under the skin. Both adrenals and gonads ap- 
parently should be in good functioning con- 
dition, or administration of the two hormones, 
adrenal cortical and estrogenic together, might 
smooth out and supply this fatty layer. Proper 
dosage would be the vital factor. However, hor- 
mone therapy of animals sold for eating is some- 
times considered harmful. From the Michigan 
work it would seem that normal interaction of 
gonads and adrenals is needed for what is con- 
sidered normal, desirable and attractive hair and 
fat deposition. No doubt other factors enter 
here. Estrogen and adrenal cortical extract can- 
not be considered cosmetically useful yet. The 
work supports the idea that internal medication 
eventually may be beneficial in baldness or 
hirsutism. 


The present generation of young adults being 
taller, thinner, and balder than its parents and 
grandparents, one wonders as to the efficiency 
of the modern diet in promoting normal, stress- 
free, development of the adrenal glands. 


TWENTY-FIVE YEARS AGO 
FRoM JouRNALS OF 1926 


Antisemitism in Roumania.2—The idea of the numerus 
clausus, or percentage quota, which caused distress among 
university students in Hungary, has spread to Roumania. 
But, whereas in Hungary the quota allows the admission 
of a few Jewish students, in Roumania Jewish students 
have been barred and the universities closed for more 
than a year so that students of all creeds have lost two 
semesters. Mr. I. Yevin, who came to Roumania to 
study the situation in the universities, writes in a recent 
number of a leading weekly paper that the first thing 
that strikes one about the university building in Buch- 
arest or Jassy is that it is surrounded by soldiers. Each 
Jewish student was surrounded on entrance and was 


1. Ingle, Dwight; and Baker, Burton L.: The Inhibition of 
Hair Growth by Estrogens as Related to Adrenal Cortical Function 
in the Male Rat. Endocrinology, 48:764 (June) 1951. 


2. Budapest Correspondent. J.A.M.A., 86:1782 (June 5) 1926. 
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offered the alternative of being thrashed or of signing a 
document that he voluntarily withdrew from the uni- 
versity. . . . The professors and lecturers are intimidated. 
The university officials are at the mercy of the anti- 
semitic student bodies. . . . The new examination system 
introduced by the department of education has proved 
an effective bar to the majority of Jewish students. 


Cost of Medical Education.'—Tuition fees have been 
increasing rather rapidly. In 1918, the average fee per 
student annually was $118. Fifteen years later, in 1925, 
this average had doubled, amounting to $236 .. . one 
year later . . . the average fee is $274... . In 1921, the 
average fee was $185 but the average expenditure per 
student was $655. 


Clinical Uses of Parathyroid Hormone.2—The prepara- 
tion of a stable physiologically standardized extract con- 
taining the active principle of the parathyroid glands is 
a matter of such recent date that it is impossible at this 
time to designate with any degree of finality the ther- 
apeutic value of the new hormone . . . the active para- 
thyroid extract is a specific for experimental parathyroid 
tetany in the same sense that insulin is a specific in 
experimental diabetes. . . . Our knowledge of parathyroid 
pathologic conditions is very limited. . . . The function 
of the parathyroid hormone is in the main related to 
calcium and phosphorus metabolism. It is possible that 
the parathyroid glands subserve other functions. .. - 
The main physiologic action of the parathyroid hormone 

. . is that of a blood calcium mobilizer. . . . It would 
therefore seem logical to conclude that the parathyroid 
hormone will be of definite therapeutic value in any 
condition in which the blood serum calcium is below the 
normal value. . . . Blood serum calcium has been shown 
to be lowered in postoperative tetany, in spasmophilia, 
in tropical sprue and in certain types of nephritis. Re- 
cently Powers has reported lowered blood serum calcium 
values in certain cases of whooping cough . . . Dr. Aub 
has obtained suggestive results in cases of lead poisoning 
treated with parathyroid extract. A condition of hyper- 
calcemia induced by the parathyroid treatment would 
seem to facilitate the elimination of lead. . . . Not wish- 
ing to play the role of prophet, I will not venture further 
in this field, but rather suggest to the clinicians that a 
potent parathyroid extract is now available which has 
the specific effect of mobilizing calcium in the blood 
stream. If one .is desirous of influencing profoundly 
calcium metabolism, the new hormone may be employed 
as the therapeutic agent. 


Use of Parathyroid Hormone3—Suggested by the 
work of Collip on parathyroidectomized dogs in which 
the administration of extracts of parathyroid glands 
raised the calcium content of the blood, this substance 
was employed in a case of osteitis deformans with a 
happy result... . The roentgen ray examination proved 
the typical bending of the long bones of the lower ex- 


1. Editorial: Tuition Fees and Actual Cost of Medical Educa- 
tion. J.A.M.A., 87:595 (Aug. 21) 1926. 

2. Collip, J. B.: The Therapeutic Value of the Parathyroid 
Hormone. J.A.M.A., 87:908 (Sept. 18) 1926. 

3. Bassler, Arthur: An Interesting Result from the Use of 
Parathyroid Extract in a Case of Osteitis Deformans (Paget’s 
Disease). J.A.M.A., 87:96, 1926. 
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tremities . . . [the patient] was able only to hobble 
about the house and had to use two canes on account of 
extreme weakness in his legs. . . . With the idea that 
if the calcium content of the blood was raised the bones 
might be benefited, he was given parathyroid tablets 
(Armour) of one-tenth grain (0.006 gram) one after 
every meal. Within a week he felt much stronger, seemed 
to walk better, moved about with more assurance. His 
progress has been steady and after taking the para- 
thyroid for about eight weeks he reported that he walked 
two miles or more each day . . . he was perfectly well 
in every way. ...I am reporting the case in the hope 
that this substance will be used in other cases and the 
results recorded. 


HOTELS FOR DALLAS MEETING 


The local Executive Committee for the Dallas meeting 
has decided that no hotel will be designated as general 
hotel headquarters. All reservations will clear through 
the HOUSING BUREAU, Southern Medical Association 
Meeting, 433 Medical Arts Building, Dallas 1, Texas. In 
writing to the Bureau, one should give the type and price 
of accommodations desired, the names of those who will 
occupy the room or rooms requested, the day and time 
of arrival, and mode of transportation, whether via train, 
airlines or private automobile. 


The Dallas meeting will be held on Monday, Tuesday, 
Wednesday and Thursday, November 5-8, the first session 
beginning at 10:30 a.m. Monday. Here follow the names 
of the hotels and motels that will furnish accommodations 
with the local address of each. 


DALLAS HOTELS 


ADOLPHUS, Commerce and Akard Streets 
BAKER, Commerce and Akard Streets 
CLIFF TOWERS, Zangs and Colorado Streets 
CLIFFTON, 214 West Colorado Street 
COTTON BOWL, 600 South Haskell 
DALLAS ATHLETIC CLUB, Athletic Club Building 
JEFFERSON, 312 South Houston Street 
LAKEWOOD, 1818 Abrams Road 

LAWN, 3718 Lemmon Avenue 

LAWRENCE, 302 South Houston Street 
LOMA ALTO, 4518 Lemmon Avenue 

LYNN, 3405 Gaston Avenue 

MAYFAIR, Ross at St. Paul Street 
MELROSE, 3015 Oak Lawn Avenue 
SOUTHLAND, 102 Murphy Street 
STONELEIGH, 2927 Maple Avenue 
TRAVIS, 1611 Canton Street 
WHITE-PLAZA, 1933 Main Street 
WHITMORE, 1019 Commerce Street 


DALLAS MOTELS 


ALAMO PLAZA, 700 Fort Worth Avenue 

BELMONT MOTEL HOTEL, 901 Fort Worth Avenue 
DALLASITE MOTEL, 4126 Central Expressway 

EL RANCHO-TEL TOURIST COURT, 6131 Hines Boulevard 
EL SOMBRERO, 7002 Harry Hines Boulevard 

HIGHLAND MOTEL, 6805 Harry Hines Boulevard 

LAST FRONTIER MOTEL, 1736 Fort Worth Avenue 

LA TOURISTA COURTS, 6207 Harry Hines Boulevard 
SKYLINE, 6833 Harry Hines Boulevard 

MOTOR INN HOTEL OF DALLAS, Fort Worth Cut Off 
SEVENTY-SEVEN RANCH TOURIST COURT, 2000 Lucas Dr. 
TOWER HOTEL COURTS, Hines Boulevard at the Circle 
TOWN HOUSE TOURIST COURTS, 2914 Harry Hines Blvd. 
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Book Reviews 


Management of Fractures, Dislocations and Sprains. By 
John Albert Key, B.S., M.D., Clinical Professor of 
Orthopedic Surgery, Washington University School of 
Medicine, St. Louis, Missouri; and H. Earle Conwell, 
M.D., F.A.C.S., Associate Professor of Orthopaedic 
Surgery, University of Alabama School of Medicine, 
Birmingham, Alabama. Fifth Edition. 1,232 pages 
with illustrations. St. Louis: The C. V. Mosby Com- 
pany, 1951. Price $16.00. 


The fifth edition of “Fractures, Dislocations and 
Sprains” by Key and Conwell represents the culmination 
of seventeen years of a teaching text and reference book 
on authoritative fracture treatment. The meticulous 
work and painstaking research required in making this 
revision called for a complete resetting of the original 
publisher’s type. It is a new book on the subject. Each 
chapter has been thoroughly studied and revised in 
order that it might contain only adequate and modern 
methods of treatment. 


Each author has a background of over thirty-five 
years of professional experience in fracture management 
and associated injuries. The fact that over thirty 
thousand copies have been bought proves its recognized 
value as a text and reference book. Its circulation has 
been very extensive internationally as well as in this 
country. 


As with the previous editions no panacean methods 
are described. No fads nor fancy gadgets are presented, 
only well-tried and reliable proved methods of treatment. 
The authors have attempted to give the full expression 
of their experience and that of other recognized ortho- 
pedic surgeons. 

Over three hundred new figures (photographs, sketches 
and x-rays) are presented. All outdated figures have 
been deleted. The indications for the use of the intra- 
medullary rod have been given serious study and sane 
rules are presented for its use. 


Additions and deletions in the chapter on “Injuries of 
the Spine” which includes their complications have been 
made. The revision contains only proved and accepted 
present-day methods. 

There has been a thorough revision of the chapter on 
“Compound (Open) Fractures and War Wounds.” 

The authors have also made an effort to standardize 
the terminology accepted by the Council on Nomen- 
clature of the American Medical Association, indicating 
the necessity of using closed instead of simple and open 
instead of compound. They give a clear and compre- 
hensive classification of fractures. 

The chapters on “Injuries of the Foot” and “Injuries 
in the Region of the Ankle” have been thoroughly re- 
vised and contain the most recent and accepted methods 
of treatment of these conditions 

Chemotherapy and treatment with antibiotics are dis- 
cussed and indications for their need and use are given. 
The chapter on “Fractures of the Skull and Brain 
Trauma” as well as the chapter on “Fractures of the 
Jaws and Related Bones of the Face” has been com- 
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MESSAGE FROM TEXAS COUNCILOR 


Dr. Milford O. Rouse 


MESSAGE FROM THE TEXAS COUNCILOR 


Texans do not boast; they only point with pride to 
the many facts which make the Lone Star State unique. 
Persons who have never been to Texas have not a well- 
rounded education; those who have been to Texas are 
always ready for more geographical postgraduate work 
there. 


Texas is the only state that was a Republic before it 
joined the Union. It remains the largest in area: the 
distance from either Texarkana to El Paso or from 
Dalhart to Brownsville is approximately 700 miles. It has 
several counties and a few ranches larger than some states. 


Many are familiar with some of the business firsts of 
Texas, such as its leadership of the nation in the pro- 
duction of oil, gas, sulphur, cattle and cotton; and 
supremacy in the South in the way of insurance com- 
panies. But all will be interested in some scientific firsts 
of the Lone Star State. 


Texas is the only state in the territory of the Southern 
Medical Association which has two full medical branches 
of its state university, one at Galveston and one at Dallas. 
At Houston is the Roy Cullen Foundation, with assets 
estimated at one hundred million dollars, already a gen- 
erous benefactor to Baylor University College of Medicine 
and to numerous hospitals in Houston’s Medical Center. 
Both Dallas and San Antonio have Medical Foundations. 

Texas is the only state with three postgraduate as- 
semblies each year, at Dallas, Houston and San Antonio, 
with other regional meetings at Fort Worth and Wichita 
Falls. The Dallas Health Museum is the only institution 


of its kind in the South. The recently expanded Depart- 
ment of Laboratories of the new Truett Memorial Hos- 
pital of Baylor University in Dallas, covering 14,000 
square feet, has most extensive facilities; and nearby 
under construction is the $650,000 Wadley Institute of 
Research and Blood Bank, adding another 30,000 square 
feet of laboratory space. 

At San Antonio is the Brooke Medical Center and the 
nearby School of Aviation Medicine, the only one of its 
kind in the country. Texas has furnished three presidents 
for the Southern Medical Association: Edward H. Cary, 
H. Leslie Moore and Curtice Rosser. 

But the greatest asset of Texas is its people, of sturdy 
native stock, untrammeled by limiting traditions, sup- 
plemented by superb new citizens from all parts of the 
nation and of the democratic world. Texas is noted for 
its wholesome hospitality; one cannot remain a stranger 
in Texas. 

And Texas physicians and their wives will be waiting 
in Dallas the week of November 5 to share with 2,000 
other medical men and women of the Southern Medical 
Association the only infection which it is a pleasure to 
catch, TEXOSIS. 

The eyes of Texas are on you. 

Texanically, 
MILFORD O. ROUSE, M.D. 
Councilor from Texas, 
Southern Medical Association. 
Dallas, Texas, August 10, 1951. 
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pletely revised. Recent advances in the treatment of 
these conditions are reviewed. 

The chapters entitled “General Considerations” and 
“Principles of Treatment of Fractures” are so well pre- 
sented that they alone are excellent reasons why the book 
is a valuable teaching text and useful reference for the 
general practitioner as well as the general surgeon. The 
uses and abuses of external pin fixation in certain frac- 
tures of the long bones of the extremities are ably pre- 
sented. The treatment of fractures about the hip joint 
and upper femoral shaft has been thoroughly revised. 
Treatment for fractures in the region of the knee joint, 
especially the upper end of the tibia, is well defined. 

This revision presents as never before in any of the 
previous editions a thorough revision which makes it a 
an outstanding and invaluable text and reference. 


Swimming and Diving. By David A. Armbruster, Sr., 
M.A., Associate Professor of Physical Education and 
Head Swimming Coach, University of Iowa; and 
Laurence E. Morehouse, Ph.D., Associate Professor of 
Physical Education, University of Southern California. 
Second Edition. 302 pages, illustrated. St. Louis: The 
C. V. Mosby Company, 1950. Price $4.00. 

This is an outstanding reference work for both the 
amateur and the professional. 


Conditioning includes diet, exercise, the daily schedule 
of living with a well-planned rest period. The difference 
between training and conditioning is ably presented. The 
object of training is to develop relaxation under the 
stress of competition. Excellent photographs are included. 

The book should be a must for the physical educational 
department of every school and is a necessary adjunct 
to any institution where swimming and diving are taught. 


Clinical Parasitology. By Charles Franklin Craig, M.D., 
M.A. (Hon.), Sc.D. (Hon.), F.A.C.S., F.A.CP., 
D.S.M., Late Colonel, United States Army, Formerly 
Director, Army Medical School, and Assistant Com- 
mandant, Army Medical Center, Washington, D. C.; 
and Ernest Carroll Faust, M.A., Ph.D., The William 
Vincent Professor of Tropical Diseases and Hygiene 
and Head, Division of Parasitology, Department of 
Tropical Medicine and Public Health, The Tulane Uni- 
versity of Louisiana, New Orleans, Louisiana. With a 
chapter on “Control of Medically Important Arthro- 
pods” by Albert Miller, B.S., M.S., Ph.D., Associate 
Professor of Parasitology (Medical Entomology) in the 
Department of Tropical Medicine and Public Health, 
The Tulane University of Louisiana, New Orleans, 
Louisiana. Fifth Edition. 1,032 pages, with illustra- 
tions, some in color. Philadelphia: Lea and Febiger, 
1951. Price $12.00. 

The popularity and reputation which this standard 
text on parasitology has earned since its inception have 
been well deserved. Every aspect of parasitic diseases 
afflicting man has been completely described with the 
result that the book has been an excellent reference 
source. With the publication of this new fifth edition, 
Dr. Faust and the late Dr. Craig have brought their 
work completely up to date. Recent discoveries in the 
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field of chemotherapy and antibiotic therapy have pro- 
foundly influenced the management of protozoal dis- 
eases and other parasitic infections and infestations. 
Careful evaluation of these newer drugs advocated in the 
therapy of amebiasis, filariasis and leishmaniasis is a 
major feature of the new edition. Of particular interest 
is the detailed discussion regarding the relative merits 
of chloroquine, quinacrine, plaudrine and other drugs 
in the prevention and treatment of malaria. A highly 
useful new feature is the chapter on the control of 
medically important arthropods. The six new color plates 
on malaria are a definite improvement. Two highly 
useful features of previous editions which have been re- 
tained are the section on diagnostic technics and the 
extensive bibliography. Generously illustrated and well 
written, this book is exhaustive in its scope, and can be 
highly recommended to diagnostic laboratories, public 
health officials, medical officers in the armed forces, and 
the practicing physicians who desire the latest informa- 
tion in this field. 


Handbook of Pediatric Medical Emergencies. By Adolph 
G. DeSanctis, M.D., Professor of Pediatrics and Chair- 
man of the Department of Pediatrics, Post-Graduate 
Medical School, New York University-Bellevue Medi- 
cal Center; and Charles Varga, M.D., Instructor in 
Pediatrics, Post-Graduate Medical School, New York 
University-Bellevue Medical Center, New York City. 
284 pages with 51 illustrations. St. Louis: The C. V. 
Mosby Company, 1951. Price $5.00. 

This brief monograph reviews and presents in excellent 
order the fundamentals of pediatric medical emergencies. 


It is presented in ten chapters in outline form, which 
enables the reader to find his desired information quickly 
and without difficulty. Therapy is stressed primarily. 
The last chapter deals with pediatric procedures which 
are adequately illustrated. 

Drs. DeSanctis and Varga prepared the book originally 
as a manual for the house staff and graduate students at 
the Post-Graduate Medical School. However, due to 
popular demand the book has been printed for the 
benefit of others who work with children. 


William Withering of Birmingham, M.D., F.R.S., F.LS. 
By T. Whitmore Peck, M.P.S., and K. Douglas Wil- 
kinson, O.B.E., M.D. (Birmingham), F.R.C.P. (Lon- 
don). 239 pages, illustrated. Baltimore: The Williams 
and Wilkins Company, 1950. Price $4.50. 

This charming biography deserves a place in the library 
of all those interested in medical history. William With- 
ering is known to physicians as the man who introduced 
digitalis into medical practice. His background, medical 
practice, interests, and controversies are presented, with 
many plates, maps, and a full pedigree. 


Tumors of the Eye. By Algernon B. Reese, M.D., D.Sc. 
(Hon.), F.A.C.S., Attending Ophthalmologist and Path- 
ologist, Institute of Ophthalmology, Presbyterian Hos- 
pital, New York. 574 pages with 511 illustrations, 
122 in full color. New York: Paul B. Hoeber, Inc., 
1951. Price $20.00. 


This is a medical classic of the decade. The ophthal- 
mologist or tumor specialist who practices without this 
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information will do injustice to his patients and the 
pathologist who attempts to study eye tissues without 
this book for reference will be at a great disadvantage. 
Although modern knowledge of ocular neoplasms has 
advanced with knowledge of tumors elsewhere in the 
body, this is the first comprehensive effort to evaluate 
and consolidate these advances since Legrange’s publica- 
tion in 1901. 


Dr. Reese, long regarded as one of the outstanding 
consultants on eye tumors in the United States, utilized 
well his many opportunities in writing this book. For 
22 years he has been associated with the Memorial Center 
for Cancer and Allied Diseases, he has had a large service 
in the Institute of Ophthalmology of the Columbia- 
Presbyterian Medical Center, and he has had an extensive 
practice. 


The wide experience gained from these sources has 
allowed him to consider the various tumor groups that 
affect the eye in terms of pathology, diagnosis, prog- 
nosis and treatment with emphasis on the practical 
implication of facts. 


The first chapter gives a clear approach to the diagnosis 
and treatment of epithelial tumors of the lid, conjunctiva 
and cornea, and the second continues with epithelial 
tumors of the uvea. The plan followed logically through- 
out the book is the presentation of various tumor groups 
affecting the eye, pointing out how each affects the 
various structures of the eye and adnexa, and each group 
is presented as extensively as indicated by its incidence. 


It is obvious that the book is completely original, that 
it was written without haste, with a fresh presentation 
of facts and without incorporating past errors perpetuated 
in other books and articles. Of great interest are the 
follow-up studies of cases for periods of 10 to 15 years 
and more, in marked contrast to reports elsewhere. 


The book is completed with 283 original figures con- 
sisting of magnificent color, and black and white photo- 
graphs, paintings of the external eye, the chamber angle 
and the fundus photomicrographs in color and in black 
and white, and surgical drawings. 


Problems of Aging. Transactions of the Twelfth Con- 
ference, February 6-7, 1950, New York. Edited by 
Nathan W. Shock, Chief, Section on Gerontology, 
National Heart Institute, National Institutes of Health 
and the Baltimore City Hospitals, Baltimore, Mary- 
land. 215 pages. New York: Josiah Macy, Jr. Founda- 
tion, 1951. Price $3.50. 

The book presents the transactions of the Twelfth Con- 
ference on the problems of aging by outstanding experts 
in medicine and the allied branches of medicine. It is 
divided in five sections, namely: intrapersonal aspects of 
gerontology, interpersonal aspects, relationship to clinical 
medicine, psychopathologic aspects and economic aspects. 

The first part stresses the personality as the expression 
of dynamic processes and the process of transformation. 
Dr. Stieglitz warns that the two decades from 40-60 con- 
stitute the most intriguing part of clinical geriatric medi- 
cine. Studying the individual is just as important as 
studying the disorder that besets him. Dr. Malamud’s 
discussion on pathology is instructive and he notes: 
“Pathology of personality is due to malfunctioning of 
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the living cells rather than the absence of cells which 
have been destroyed.” 


In view of the fact that 7.6 per cent of the population 
of the United States is above 65 years of age the eco- 
nomic aspect is a great factor. The book is full of rich 
clinical observation. It points out the need of teamwork 
in dealing with geriatrics. 

The Josiah Macy Jr. Foundation has contributed a 
great deal in establishing these conferences and the trans- 
actions are recommended for both the medical and allied 
profession. 


Diseases in Old Age. By Robert T. Monroe, M.D., Clin- 
ical Associate in Medicine, Harvard Medical School; 
Senior Associate in Medicine and Head of the Geriatric 
Clinic at the Peter Bent Brigham Hospital. 407 
pages. Cambridge, Massachusetts: Harvard University 
Press, 1951. Price $5.00. 


A very timely book especially today when the ex- 
pectancy of life is being constantly increased and when 
manpower in industry is critical. The analysis of 7,941 
patients, both males and females, during years covering 
March 1913 to March 1943 at the Geriatric Clinic is 
very informative. It brings out useful statistics upon the 
diseases of the aged. Furthermore the great per cent of 
autopsies performed substantiated clinical diagnoses. 


Some of the interesting points are: the incidence of 
neoplastic diseases, mental and neurologic disturbances, 
and bed space occupied by patients above 61 years of 
age. The author considers heredity a factor in longevity. 
The first chapter deals with the general features of the 
group and takes in account the background of the 
patients. 

The last chapter is devoted to the possible solution 
of the problem of care of the ever increasing number of 
old individuals. It is a community problem. The book 
reflects a very scientific approach to the problem. It will 
be useful for the practicing physician and for those who 
are interested in health statistics. 


Functional Anatomy of the Limbs and Back. A Text for 
Students of Physical Therapy and Others Interested in 
the Locomotor Apparatus. By W. Henry Hollinshead, 
A.B., M.S., Ph.D., Head of the Section on Anatomy, 
Mayo Clinic, Rochester, Professor of Anatomy, Mayo 
Foundation, University of Minnesota. 341 pages, with 
122 illustrations. Philadelphia and London: W. B. 
Saunders Company, 1951. Price $6.00. 

Even though the author says that his text is by no 
means original, his presentation of the subject is quite 
original, It is brief and does not burden the student with 
an untold amount of references and details. The illus- 
trations are instructive in pointing out the directions of 
the muscles and since they are in pen and ink they are 
more useful than photographic reproductions which will 
not show clear details. Movement of muscles in the 
functional sense is well and briefly described. In the 
practice of kinesiology the book should prove to be 
invaluable. 


Dr. Hollinshead has enriched the approach to anatomy 
for those who have not a very thorough background 
through dissection. The book is highly recommended 
for students of physical therapy and for the physiatrists. 
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Fever Therapy. By H. Worley Kendell, M.D., F.A.C.P., 
Professor of Physical Medicine and Rehabilitation, 
University of Illinois Research and Educational Hos- 
pitals, Chicago, Illinois. 101 pages with illustrations. 
Springfield, Illinois: Charles C. Thomas, Publisher, 
1951. Price $2.25. 


In spite of the present trend in antibiotic therapy, fever 
therapy has its definite place in the management of 
certain pathologic conditions. Kendell emphasizes team 
work, correct diagnosis and the careful selection of 
patients as to the functional capacity of the cardio- 
vascular system, kidneys, lungs and liver. 


The pre-fever and post-fever routine is very important 
and points out the necessary precautionary measures to 
be strictly observed; hence fever therapy should be given 
by one who has had special training in it. According 
to the author, fever therapy induced physically leads to 
a more predictable scientific result than does fever in- 
duced otherwise. This excellent book written from the 
author’s tremendous experience should be a definite aid 
for those who are administering fever therapy. 


Genetics in Ophthalmology. By Arnold Sorsby, M.D., 
Research Professor in Ophthalmology, Royal College 
of Surgeons, and Royal Eye Hospital; Surgeon, Royal 
Eye Hospital, London. 251 pages with illustrations. 
St. Louis: The C. V. Mosby Company, 1951. Price 
$9.50. 


This monograph is overdue, for the pre-eminence of 
the eye in investigation of both normal and abnormal 
genetic characteristics since Cyclops in Greek mythology, 
has long justified such a volume. Hereditary patterns 
may be followed in the iris color, and abnormalities such 
as retinitis pigmentosa are relatively easy to trace through 
several generations. However, heretofore consideration 
of congenital and hereditary ocular abnormalities has 
occupied either chapters in volumes on genetics, or ar- 
ticles on various specific phases of the subject. 


Professor Sorsby begins with a section on the theo- 
retical aspects of genetics, in which he defines basic 
terms of the geneticists such as recessive X chromosomal 
inheritance, heterozygotes, and allelomorphs. The second 
section is concerned with ocular anomalies that largely 
affect each of the eye structures, presented in anatomical 
order, and generalized disorders with ocular aspects are 
presented in the final section. 


The great and constant reduction in the number of 
persons blinded from bacteriologic causes has stimulated 
more and more interest in hereditary diseases which are 
difficult to control. 


This book is an excellent way to get a good grasp of 
the subject although it may not be considered “practical” 
for the busy ophthalmologist. Few therapeutic sugges- 
tions are offered, and even in advising against progeny, 
one must be most guarded. 


An excellent bibliography of the books and articles of 
importance relating to this subject are presented in an 
appendix. 
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Heart Disease. By Emanuel Goldberger, B.S., M.D., 
Associate Attending Physician, Montefiore Hospital, 
New York. 392 pages, 221 illustrations. Philadelphia: 
Lea & Febiger, 1951. Price $10.00. 

This is one of the most practical discussions of cardio- 
vascular disease available today. Clinical diagnosis is 
stressed throughout with the greatest emphasis placed on 
methods used at the bedside. However, it is the integra- 
tion of physical diagnosis with the results of recent 
physiologic studies which gives this book its distinctive 
approach. The first 191 pages are devoted to the methods 
of cardiovascular examination and their interpretation 
with regard to the normal and abnormal heart. The 
electrocardiogram, x-ray and fluoroscopy, circulation 
time, venous catheterization, electrokymogram, pulse trac- 
ings and phonocardiogram are discussed as well as meas- 
urements of the venous and arterial blood pressures. 

The various etiologic and structural cardiac abnor- 
malities are adequately covered with their pathology, signs 
and symptoms, and the laboratory findings that con- 
tribute to the diagnosis of each. The prognosis and 
treatment are then listed including the recent results of 
ACTH and cortisone therapy. The important abnor- 
malities are illustrated for the most part with line draw- 
ings of electrocardiograms and the fluoroscopic findings. 
The section on congenital heart disease is thoroughly 
modern and covers the more common abnormalities 
likely to be encountered. The fluoroscopic, electro- 
cardiographic and catheterization findings are outlined as 
well as those of angiocardiography. Short but adequate 
chapters dealing with the heart in relation to surgery, 
pregnancy, trauma and diseases of the endocrine glands 
are included. 


A few minor errors which do not materially detract 
from the book were noted. On page 138 the statement 
is made that “Gallop (rhythm) does not appear in 
auricular fibrillation or flutter.” This is true only of 
presystolic or auricular gallop, but not of protodiastolic 
gallop rhythm. On page 201 the dose of morphine is 
stated to be 5 mg. (% grain) and this should be 15 mg. 

This book is a refreshing discussion of heart disease, 
for the medical student and general practitioner. The 
style is lucid and the material is presented with a min- 
imum of repetition. The bibliography at the end of each 
chapter contains the important recent references on heart 
disease. 


Textbook of Physiology and Biochemistry. By George 
H. Bell, B.Sc., M.D. (Glasgow), F.R.F.P.S.G., F.R.S.E., 
Professor of Physiology in the University of St. An- 
drews at University College, Dundee; J. Norman David- 
son, M.D., D.Sc. (Edinburgh), F.R.F.P.S.G., F.R.I.C., 
F.R.S.E., Gardiner Professor of Physiological Chem- 
istry in the University of Glasgow; and Harold Scar- 
borough, M.B., Ph.D. (Edinburgh), F.R.C.P.E., Pro- 
fessor of Medicine in the Welsh National School of 
Medicine of the University of Wales and Director of 
the Medical Unit in the Royal Infirmary, Cardiff. 918 
pages with illustrations. Baltimore: The Williams and 
Wilkins Company, 1950. 

The subject of physiology has grown to such stature 

today that it has become extremely difficult to find a 
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good text or reference which thoroughly covers the 
subject. The book under discussion here, unfortunately, 
not only fails to give adequate treatment to all phases 
of physiology, but, in attempting to include the subject 
of biochemistry, seems to have spread its material quite 
thinly. Although some aspects of the book are good, 
such as the strictly chemical, most of the physiology is 
over-simplified; the chapters on the central nervous 
system and on endocrines are distinctly poor for a text 
directed towards medical students. The book might be 
recommended as introductory reading for students or 
as a refresher for the busy practitioner. 


Tuberculosis Among Children and Adults. By J. Arthur 
Myers, M.D., Ph.D., Physician in Charge, Chest Clinic, 
Students’ Health Service, University of Minnesota, 
Minneapolis, Minnesota. Third Edition. 894 pages 
with illustrations. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1951. $12.50. 


An up-to-date book on tuberculosis since the advent 
of streptomycin has long been overdue. This excellent 
book covers the subject thoroughly, emphasizing diag- 
nosis, treatment, and prevention of tuberculosis as ac- 
cepted and used today. 


The book is divided into four parts. The first section 
deals with tuberculosis in infancy. Here tuberculous 
meningitis is well presented and discussed. Part Two 
takes up the disease in childhood, with special attention 
to the pulmonary and bone and joint forms. The third 
section discusses the disease forms as it occurs in young 
adults, which is chiefly the pulmonary types. The fourth 
section discusses recent progress in tuberculosis control 
and takes up many different phases of the disease in- 
cluding drugs, surgery, BCG, tuberculosis and war, and 
so on. 


One cannot praise this book too highly. It is most 
readable as well as practical. The changing picture of 
tuberculosis as it becomes more and more a disease of 
older age groups is clearly shown. The author strongly 
opposes the use of BCG, and gives excellent reasons why. 
The sharp diagnostic value of the tuberculin test is 
stressed throughout the book. This book is a valuable 
post-graduate course in tuberculosis. 


Books Received 


The Heart and Blood in the Bible. By David I. Macht, M.D., 
F.A.C.P., Litt.D., Phar.D. (Hon.), Th.D. (Heb.) 79 pages. 
Baltimore: Boone Press, 1951. Price $2.00. 


Bamford’s Polen, Their Isolation and Identification. By C. P. 
Stewart, D.Cs., Reading in Clinical Chemistry, University 
of Edinburgh, mt Senior Biochemist, Royal Infirmary, Edinburgh. 
Third Editon. 316 pages with 23 illustrations. Philadelphia: The 
Blakiston Company, 1951. Price $5.50. 


From a Doctor's Heart. By Eugene F. Snyder, M.D 1 pages 
ae New York: Philosophical Library, 1951. Price 
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Clinical Pediatric Urology. By Meredith Campbell, M.S., M.D., 
F.A.C.S., Professor of Urology, New York University Post- 
Graduate Medical School. With a Section on Nephritis and Allied 
Diseases in Infancy and Childhood by Elvira Goettsch, A.B., 
M.D.; and John D. Lyttle, A.B., 1,113 pages with 543 
figures. Philadelphia and London: W. B. Saunders Company, 
1951. Price $18.00. 


A Study of Epilepsy in Its Clinical, Social and Genetic Aspects. 
By Carl Henry Alstrom. 284 pages with illustrations. Uppsala, 
Sweden: Appelbergs Boktryskeriaktiebolag, 1950. Price 20 Swedish 
crowns. 


Modern Practice in Infectious Fevers. Volumes I and II. Edited 
by H. Stanley Banks, M.A., M.D. (Glasgow), F.R.C.P., D.P.H., 
Senior Physician, Park Hospital, Hither Green, London; Lecturer 
in Infectious Diseases, The Medical College, St. Bartholomew’s 
Hospital, University of London. 1,054 pages with illustrations. 
New York: Paul B. Hoeber, Inc., 1951. Price $20.00. 


The Pharmacologic Principles of Medical Practice. By John C 
Krantz, Jr., Professor of Pharmacology, School of Medicine, Uni- 
versity of Maryland; and C. Jelleff Carr, Associate Professor of 
Pharmacology, School of Medicine, University of Maryland. Second 
Edition. 1,116 pages with illustrations. Baltimore: The Williams 
and Wilkins Company, 1951. 


Atlas of Cross Section Anatomy of the Brain. By A. T. Ras- 
mussen, Ph.D., Professor of Anatomy, University of Minnesota. 
63 plates. Philadelphia: The Blakiston Company, 1951. Price 
$5.00. 


Low-Sodium Diet: A Manual for the Patient. By Thurman B. 
Rice, A.M., M.D., Professor of Public Health, Indiana University 
School of Medicine, Indianapolis, Indiana. 103 pages. Phila- 
delphia: Lea and Febiger, 1951. 


Review of Physiological Chemistry. By Harold A. Harper, Ph.D., 
Professor of Biology (Biochemistry), University of San Francisco, 
San Francisco. Third Edition. 260 pages with illustrations. Palo 
-_ California: University Medical Publishers, 1951. Price 
$3.50. 


Metabolic Methods: Clinical Procedures in the Study of Metabolic 
Functions. By C. Frank Consolazio, Chief of Biochemistry, 
United States Army Medical Nutrition Laboratory, Chicago 
Illinois; Robert E. Johnson, M.D., D.Phil. (Oxford), 
and Head of the Department of Physiology, University of — 
Urbana, Illinois; and Evelyn Marek, M.A., Biochemist, U: 
States Army Medical Nutrition Laboratory, Chicago, Illinois. 471 
pages with illustrations. St. Louis: The C. V. Mosby Company, 
1951. Price $6.75. 


Clinical and Roentgenologic Evaluation of the Pelvis in Obstetrics. 
By Howard G. Moloy, M.D., M.Sc., Assistant Clinical Professor 
of Obstetrics and Gynecology, College of Physicians and Sur- 
geons, Columbia University and the Sloane Hospital for Women. 
119 pages, 68 figures. Philadelphia and London: W. B. Saunders 
Company, 1951. Price $2.50. 


Children’s Radiographic Technic. By Forrest E. Shurtleff, R. T., 
The Children’s Medical Center, Boston, Massachusetts. 80 pages 
with 32 illustrations and 41 tables of technic. Philadelphia: Lea 
& Febiger, 1951. Price $3.75. 


Clinical Hematology. By Maxwell M. Wintrobe, M.D., Ph.D., 
Professor and Head of the Department of Medicine and ‘Director, 
Laboratory for the Study of Hereditary and Metabolic Disorders, 
University of Utah, College of Medicine, Salt Lake City. Third 
edition. 1,048 pages with 220 illustrations and 17 plates, 13 in 
color. Philadelphia: Lea & Febiger, 1951. Price $12.50. 


The Early Diagnosis of the Acute Abdomen. By Zachary Cope, 
B.A., M.D., M.S. Lond., F.R.C.S. Eng., Consulting Surgeon to 
St. Mary’s "Hospital, Paddington, and to the Bolingbroke Hos- 
pital, Wandsworth Common; Late Hunterian Professor, Arris and 
Gale and Bradshaw Lecturer, Royal College of Surgeons. Tenth 
Edition. 270 pages with illustrations. London: Oxford University 
Press, 1951. Price $3.50. 


New and Nonofficial Remedies. Issued under the Direction and 
Supervision of The Council on Pharmacy and Chemistry, American 

edical Association. 782 pages. Philadelphia: J. B. Lippincott 
Company, 1951. 


Primary Anatomy. By H. A. Cates, M.B., Professor of Anatomy 
and Director of the School of Physical and Health Education, 
University of Toronto. Second Edition. 344 pages with illustra- 
tions. Baltimore: The Williams and Wilkins Company, 1951. 
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Southern Medical News 


ALABAMA 


The Medical College of Alabama, Birmingham, has received a 
geese grant from the Public Health Service of the Federal 

urity Agency for improving instruction in cancer diagnosis 
treatment by future apy Dr. Roger D. Baker, Bir- 
mingham, is the program director 


A new mobile blood center operated by the Birmingham Red 
Cross Chapter will be put into operation September 5, it has been 
announced by Mr. W. D. Dibrell, Birmingham, center admin- 
istrator. The center will include three mobile units which can 
collect blood from at least 525 persons per day. 


ARKANSAS 


The Council of the Arkansas Medical Society has appointed 
Mr. Paul Charles Schaefer, a native of St. Louis, Missouri, as 
yresery of the society. He succeeds Mr. Sid Wrightsman. 


Dr. J. McGuire, Dr. W. E. Turner, and Dr. W. E. Turner, 
Jr., have an elected Directors of the Piggott Hospital Associa- 
tion. 


Dr. Richard M. Logue has associated with Dr. F. Walter 
Carruthers in the practice of orthopedic surgery in Little Rock. 


Dr. D. A. Dickerson, Marked Tree, has moved to Parkin. 


Dr. Gilbert O. Dean, Little Rock, has opened offices there for 
the practice of general surgery including chest surgery. 


The Arkansas State Board of Health has appointed Dr. J. B. 
Martindale, Hope, an M. C. Berry, Malvern, as part-time 
maternal and child health clinicians. 


Dr. Thomas G. Johnston has associated with Dr. Alan G. Cazort 
in the practice of allergy in Little Rock. 


Dr. James H. Growdon, Little Rock, was recently appointed 
professor and head of the department of surgery, University of 
Arkansas School of Medicine, Little Rock. 


Dr. W. H. Pruitt has moved from Mountain Home to Clinton, 
where he has set up practice. 


Dr. Sam Phillips, Little Rock, recently did uate work at 
Harvard Medical School and Massachusetts General Hospital, Bos- 
ton, in pediatrics. 


DISTRICT OF COLUMBIA 


Dr. James F. Mitchell, Washington, has been elected First Vice- 
President of the American Surgical Society. 

Dr. Charles Stanley White, Washington, has been elected 
President of the Medical Service of the District of Columbia, 
Washington’s Blue Shield plan. He succeeds Dr. Frank D. 
Costenbader, Washington, to the post. Dr. Costenbader was 
recently elected President of the Medical Society of the District 
of Columbia. Dr. William P. Herbst, Washington, has been elected 
First Vice-President of the Medical Service; and Dr. G. Halsey 
Hunt, Second Vice-President. 

Dr. William D. Claudy, Washington, recently received the 
Frank E. Gibson Award at the fifty-fourth annual banquet of 
the Washington Medical and Surgical Society. He received the 
award for his paper on ‘Medical Aspects of the Atomic Bomb.” 
Recently elected officers of the Society are: Dr. George B. Trible, 
President; Dr. George W. Reeves, Vice-President; and Dr. John 
M. Orm, Secretary. Dr. Frank E. Gibson is Permanent Treasurer 
of the Society. 

Dr. Bernard J. Walsh, Washington, has been re-elected President 
of the Washington Heart Association; Dr. Clayton B. Ethridge 
has been elected Vice-President; and Dr. William L. Howell, 
Secretary. 

Dr. Dorothy B. Holmes, Washington, has been elected President 
of the Women’s Medical Society of the District of Columbia. Dr. 
Josephine Renshaw has been elected Vice-President; Dr. Lois 
Platt, Recording Secretary; Dr. Dorothy Donley Dowd, Corres- 
ponding Secretary; Dr. Mary K. Sartwell, Treasurer; and Dr. 
Elizabeth S. Kahler, Delegate to the American Medical Wonien’s 
Association. 

Dr. William B. Walsh, Washington, has been elected President 
of the Physician-Veterans of World War II. Dr. Eugene Lipow, 
has been elected Vice-President; Dr. William T. Spence, Secre- 
tary-Treasurer; and Dr. Eugene J. McDonald, Member of the 
Executive Council. 

Dr. William R. Stovall, Washington, was recently elected Presi- 
dent of the Aero Medical Association, to succeed Major General 
Harry G. Armstrong, Washington, U. S. Air Surgeon. 


September 1951 


Dr. Charlotte Donlan, Wahine, recently resigned as Director 
of the Bureau of Cancer Control of the District Health Depart- 
ment in order to enter private practice. 


Dr. J. Ross Veal, Washington, has been elected a member of the 
Board of Directors of the American Heart Association. 


Dr. Ralph Merle Caulk and Dr. Alfred A. J. Den, both of 
Washington, have been elected Fellows in the American College 
of Radiology. 


Dr. Jerome F. Crowley, Washington, has been reappointed to 
the Board of Directors of Columbia Hospital. His term is for 
three years, expiring in 1954. 


Dr. Robert C. Hecker, Washington, was recently made a 
Diplomate of the American Board of Obstetrics and Gynecology. 


FLORIDA 


The Committee on Maternal Welfare of the Florida Medical 
Association and the Bureaus of Maternal and Child Welfare of 
the South Carolina, Georgia and Florida State Health Departments 
are sponsoring an Obstetric Seminar at Daytona Beach, September 
10-12. The Seminar will be held at the Sheraton Plaza Hotel. 


Dr. Frederick MacCurdy, Jacksonville, is the new Assistant 
Director of the Florida Blue Cross and Blue Shield Plans. 


Dr. James R. Hanson, Tavares, is at the University of Minne- 
sota Medical School where he is taking a postgraduate course in 
electrocardiography. 


Dr. Harvey J. Howard, St. Petersburg, former professor of 
ophthalmology at the Peking Union Medical College, China, has 
announced the recent publication of his book, “Ten Weeks With 
Chinese Bandits 


Dr. H. Marshall Taylor, Jacksonville, has been elected President 
of the American Laryngological Association. 


Dr. Leffie M. Carlton, Jr., Tampa, has been elected Vice- 
President of the Florida Tuberculosis and Health Association. 


Dr. Vernon T. Grizzard, Jacksonville, recently — in 
a review course in neuropathology at Virginia Beach, Vi 


Dr. Russell B. Carson, Ft. Lauderdale, has been elected aa 
tary-Treasurer of the Southeastern Section of the American 
Urological Association. 


Dr. Thomas S. Griggs, Miami Shores, has left his practice there 
and is taking a two-year course in anesthesiology at Charity Hos- 
pital in New Orleans, Louisiana. 


Dr. George F. Schmitt, Miami, had an exhibit called ‘‘The 
Therapy of Heart Failure,” at the American Medical Association 
meeting. He has been lecturing on the subject to several county 
medical societies in Florida recently. 


GEORGIA 


Dr. George C. Knoelton, Atlanta, assistant professor ot physical 
medicine at Emory University School of Medicine, has received an 
appointment as part-time assistant professor of physiology in the 
School of Medicine. 


Dr. Alvin G. Foraker and Dr. Abner Golden, Atlanta, have 
been promoted from assistants to associate professors in the Emory 
University School of Medicine. 


Dr. Daniel C. Elkin, Atlanta, has been elected President of the 
American Surgical Association. 


The Georgia Heart Association will meet in the Hotel Ogle- 
thorpe, Savannah, September 14-15. 

Dr. G. Lombard Kelly, Augusta, has been made a senior 
councilor for the Student American Medical Association. He is 
President of the Medical College of Georgia, Augusta. 

The Fourth Annual Postgraduate Course for General Practi- 
tioners will be held October 8-12 at the Grady Memorial Hospital, 
Atlanta. The Course is sponsored by Emory University School 
of Medicine in cooperation with the Medical Association of 
Georgia. 

Dr. Morris Tager, a 9 of the Yale University School of 
Medicine, has assumed his duties as professor and Chairman of 
Bacteriology and Immunology at Emory University School of 
Medicine, Atlanta 

Dr. Cleveland D. Whelchel, Gainesville, will head the medical 
staff of the Hall County Hospital, Gainesville. Dr. Bradley B. 
Davis will be Vice-Chief of Staff; and Dr. C. W. Whitworth, 
Secretary-Treasurer. 

Dr. Ralph Fowler, has been named President of the medical 
staff of Kennestone Hospital, Marietta. Dr. W. C. Mitchell has 
been elected Vice-President; and Dr. Murl Hargood, Secretary. 
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MINUTES, ST. LOUIS MEETING 


SOUTHERN MEDICAL ASSOCIATION 
Minutes* of Forty-Fourth Annual Meeting 
St. Louis, Missouri, November 13-16, 1950 


GENERAL SESSION 
Tuesday, November 14, 4:30 p.m. 


A General Session was held at the Kiel Municipal 
Auditorium, Opera House, St. Louis, Missouri, Dr. 
Hamilton W. McKay, President, presiding. 


The President called upon Dr. W. L. Pressly, Chairman 
of the Council, Due West, South Carolina, to report for 
the Council. It was moved, duly seconded, and passed 
without a dissenting vote that since the Report of the 
Council would be printed in full in the SouTHERN 
MeEpIcaL JouRNAL that reading of the Report be omitted 
and approved as prepared by the Chairman. 


REPORT OF COUNCIL 


Dr. W. L. Pressly, Due West, South Carolina, Chairman of the 
Council, presents the following report for the Council: 


To the Members of the Southern Medical Association: 


An Interim Meeting of the Council of the Southern Medical 
Association was held at St. Louis, Missouri, Jefferson Hotel, Con- 
ference Room 3, on Sunday, April 29, 1950, afternoon and evening. 
Present: Dr. W. L. Pressly, Chairman, Due West, South Carolina; 
Dr. F. A. Holden, Vice-Chairman, Baltimore, Maryland; Dr. Wilbur 
M. Salter, Anniston, Alabama; Dr. Lowry H. McDaniel, Tyronza, 
Arkansas; Dr. Helen Gladys Kain, Washington, District of 
Columbia; Dr. William C. Thomas, Gainesville, Florida; Dr. Olin 
S. Cofer, Atlanta, Georgia; Dr. Clifford N. Heisel, Covington, 
Kentucky; Dr. Edwin H. Lawson, New Orleans, Louisiana; Dr. 
Lamar Arrington, Meridian, Mississippi; Dr. Daniel L. Sexton, 
St. Louis, Missouri; Dr. Fred E. Woodson, Oklahoma City, Okla- 
homa; Dr. R. L. Sanders, Memphis, Tennessee; Dr. Milford O. 
Rouse, Councilor-Elect for Texas, Dallas, sitting for Dr. Walter G. 
Stuck, deceased; Dr. T. Dewey Davis, Richmond, Virginia; and 
Dr. Andrew E. Amick, Lewisburg, West Virginia. Sitting with 
the Council: Dr. Hamilton W. McKay, President, Charlotte, 
North Carolina; Dr. Curtice Rosser, President-Elect, Dallas, Texas; 
Mr. C. P. Loranz, Secretary-Manager, and Mr. Robert F. Butts, 
Assistant to Mr. Loranz, Birmingham, Alabama. 


The Council was called to order by the Chairman, Dr. W. L. 
Pressly, Due West, South Carolina, who presided. 


The Council stood silently with bowed heads in memory of Dr. 
Walter G. Stuck, San Antonio, Texas, a member of the Council, 
who died on March 23. 


Dr. R. L. Sanders, member of the Council, was instructed to 
write a letter to Mrs. Walter G. Stuck for the Council, his letter 
to be a part of the record of this meeting. Here follows the letter 
written by Dr. Sanders on May 18: 


During the recent meeting of the Council of the Southern 
Medical Association in St. Louis many matters came up for 
consideration, but the most solemn moment was the recognition 
of the untimely death of your dear husband, Walter. We 
stood in silence for a minute or two in respect to our deceased 
member. After that the Chairman of the Council and the 
President of the Association instructed me to write you this 
letter expressing the feeling of the Council after the death of 
one of its finest members. It was the unanimous vote and 
expression of the Council that our deep and abiding sympathy 
be extended to you and the children on account of this 
immeasurable loss to you and a similar loss to our Association. 


*Remainder of the minutes from the St. Louis meeting—Report 
of Council incorporating reports of the Executive Committee, 
Trustees, Secretary-Manager, Auditor, etc. {In the February issue, 
Pages 173-177, were the minutes of the General Business Sessions, 
Entertainment, Women Physicians, Scientific Awards, Golf, Regis- 
tration, Scientific Exhibits, Motion Pictures and Technical Exhibits. 
{In the March issue, pages 259-274, were minutes of the General 
Clinical Sessions, the twenty-one sections, the Associations meeting 
conjointly and the Woman’s Auxiliary. 


Walter was a wonderful surgeon, a great man, a fine 
organizer, and a tremendous force in the organization and 
especially in the Council of the Southern Medical. By his 
homegoing we have lost a great member, and we wish you to 
know how the Council feels about it. Personally, I have 
lost a great deal and not only do I express the sympathy of 
the Council but my own personal deep and abiding sympathy 
to you and yours. 


It was moved and carried that the memorial address at the 
funeral of Dr. Stuck, given by Dr. P. I. Nixon of San Antonio, 
at the Laurel Heights Mcthodist Church, San Antonio, Texas, 
March 25, 1950, be made a part of the minutes of this meeting. 
Here follows the address of Dr. Nixon: 


WALTER GOODLOE STUCK, M.D. 


My part in this service is based on two reasons: first and 
foremost, Walter requested it, and secondly, I wanted to be 
here. This is not an easy assignment. It is one which I 
learned of only yesterday, but it is one which I accept gladly, 
if perchance emotionally. 

It is impossible for me to express in words what is in my 
heart. Ever since Walter Stuck came to San Antonio in 1934, 
I have loved him as a loyal father would love a worthy son. 
It is very easy to recall his early days here. He had every- 
thing he needed: alertness of mind and body, radiant per- 
sonality, solid family background, thorough preparation for his 
work, confidence in himself, but withal he had humility. 

His career in San Antonio has been brilliant. He brought 
modern orthopedic surgery to this area and made many im- 
portant contributions to the subject. The culmination of his 
work came in the publication of a book, The Internal Fixation 
of Fractures. This book is a classic in its field. 

The accomplishments of Walter Stuck, his scientific achieve- 
ments, his organizational activities, his writings, his aid to 
cripple children—these are well known to all of us. 

It is of the man and of the friend that I would speak. 
Sincerity has been defined as the face of the soul. Walter 
was deeply sincere and thoroughly honest. He had no concern 
with the littlenesses of life. He believed with Disraeli that life 
is too short to be little. He hated sham and hipocrisy and 
when the occasion arose, whether it be the isms of medicine 
or the isms of politics, he spoke out courageously and strongly 
against them. His keen mind had the capacity to get quickly 
to the core of any important matter and see whether it rang 
true or whether it smacked of hypocrisy. If one quality of 
character was dominant, it was his intellectual honesty. He 
had no patience with any individual or anything that depended 
on pretense or propaganda for its strength. Theories had no 
appeal to him. Facts and truth were what he was interested 
in, and in his original research work he added many important 
facts to our knowledge of truth. 

There is one feature of Walter’s nature which requires brief 
comment and that is that he was a very timid individual. In 
the face of this, his friends marveled of how much he could 
accomplish and hor completely at ease he seemed as a public 
speaker. He must have accepted it as others have done by 
construing timidity as being closely akin to humility; for 
certainly these two have much in common. 

He was successful in his profession, and he got great satis- 
faction from the success of others. He had a broad and 
unselfish attitude toward his fellow-physicians. A young man 
himself, he went out of his way to be of assistance to younger 
men. No worthy orthopedic surgeon could come to San Antonio 
and not receive his generous assistance. 


About ten years ago Dr. Hans Zinsser, a man of inter- 
national reputation in medicine and sanitation, was on his way 
home in New York from China. On shipboard he found he 
was suffering from acute leukemia. During the next few 
weeks, he wrote the story of his life which he called As J 
Remember Him. In this book he records that during the 
few remaining months allotted to him, life took on a more 
roseate hue. Every thing was more beautiful. Never had 
the sun risen or set more gloriously. The grass was greener 
and the skies were bluer. But there was a note of tragedy 
in the book. More than once he expressed the fervent hope 


that his parents might have been believing Christians rather 
than skeptics, that in the plastic years of childhood, faith, 
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love and a belief in life after death had been implanted in 
his young mind and heart. How pleasant, he thought, it would 
be to look forward to rejoining those who had made our lives 
on earth richer and happier. But try hard as he would, he 
failed to capture what he had missed in childhood. All that 
he was able to achieve was a feeling of resignation and a 
certain degree of philosophical tranquility. 

Life has been more beautiful to Walter Stuck also these few 
months; his family more precious, his friends more dear. He 
too, had achieved a feeling of resignation. But this is the 
happy contrast: Walter stood firm in the faith of his fathers; 
he grasped the hand of One higher than he, and as he 
became weaker physically day by day, he grew stronger 
spiritually hour by hour. 

Time is a rough critic but an honest one. Time, life some 
corroding acid eraces—blots out—the inconsequential, the 
superficial, and the unworthy. Before the ink is hardly dry 
on the last certificate of most of us, what we have said and 
what we have done will have been forgotten—lost, as Sir 
Thomas Browne has put it, in the iniquity of oblivion. But 
not so with Walter Stuck. What he has accomplished, the 
work he has done, the things he has written, will live long 
after him. In his short hour of glorious life he has crowded 
the achievements of several lifetimes. He has lived a full life 
and has left a good heritage. His scientific accomplishments, 
his high sense of honor, and his nobility of character have 
made a great contribution to posterity. 

The past of Walter Stuck has been distinguished. The 
present is a time of sorrow and regret that he was taken from 
us so early in life. But those of us who loved him know 
his future is secure. When the pages of the Book of Eternity 
are unfolded, Walter Stuck will be recorded as a matchless 
husband and father, an incomparable friend, a brilliant sur- 
geon, and a Christian gentleman. 


The President, Dr. McKay, announced that he had appointed 
Dr. Milford O. Rouse, Dallas, Texas, to fill the unexpired term 
of Dr. Stuck. The term of Dr. Stuck would have expired with 
the close of the St. Louis meeting in November. 


Dr. Clifford N. Heisel, Covington, Kentucky, was made a 
member of the Committee to Study Programs and Revision of 
Sections to fill the vacancy caused by the death of Dr. Walter 
G. Stuck, the other two members of the Committee being Dr. 
R. L. Sanders, Chairman, and Dr. T. Dewey Davis. 


A letter from Dr. Arthur H. London, Jr., Durham, Councilor 
from North Carolina, was read expressing his regret at not being 
able to attend this interim meeting. 


(1) REPORT OF EXECUTIVE COMMITTEE 


The Executive Committee of the Council of the Southern 
Medical Association met in Birmingham, Alabama, Tutwiler 
Hotel, January 15, 1950, at 12:00 noon. Present: Dr. W. L. 
Pressly, Chairman, Due West, South Carolina; Dr. F. A. 
Holden, Vice-Chairman, Baltimore, Maryland; Dr. R. L. 
Sanders, Memphis, Tennessee; Dr. Hamilton W. McKay, 
President, Southern Medical Association, Charlotte, North 
Carolina, and Dr. Curtice Rosser, President-Elect, Dallas, 
Texas, ex-officio members; and Mr. C. P. Loranz, Secretary- 
Manager, Birmingham, Alabama. 


The Committee was called to order by the Chairman, Dr. 
Pressly, who presided. 


The Executive Committee gave careful consideration to a 
program plan for the St. Louis meeting, there being a full 
and free discussion. The Committee recommends to the 
Council: (1) that there be one general session each day for 
the first. two days, Monday and Tuesday, general surgical 
subjects in the forenoon and general medical subjects in the 
afternoon, presentations to be limited to twenty minutes, with 
time for questions and answers at the end of each session; 
(2) that the program be arranged by a special committee 
appointed by the president of the host society, with the 
approval of the general chairman and the chairman of the 
program committee to select those to preside at the general 
sessions; (3) that the sections meet in half-day sessions Wed- 
nesday and Thursday, having the same number of half-day 
sessions as each had at the Cincinnati meeting last year; 
(4) to omit the usual general session on Wednesday evening, 
the so-called President’s Night, and in lieu of that to have an 
evening of entertainment (‘‘food, fun and frolic’), omitting 
the usual formal President’s reception, this evening program 
to be developed by a local Committee on Entertainment; and 
(5) the President’s address to be the last presentation on the 
program of the general session Tuesday forenoon, and the 
Report of the Council, election of officers, installation of 
incoming president and such other necessary business to 
complete the general session program on Tuesday afternoon. 


As to Negro physicians being permitted to attend the 
scientific sessions and exhibits, it is recommended that Negro 


physicians who are members of the St. Louis Medical Society 
or any county medical society in Missouri, upon presentation 
of evidence of membership, be permitted to attend the 
scientific sessions and exhibits. 

The invitations from the Dallas County Medical Society, 
Dallas, Texas, and the Dade County Medical Association, 
Miami, Florida, for the 1951 meeting were referred by the 
Council at the Cincinnati meeting to the Executive Committee 
with power to act. After a report from Dr. Rosser, President- 
Elect and a member of this Committee, and from Mr. C. P. 
Loranz, Secretary-Manager, on the situation at Dallas, the 
invitation of the Dallas County Medical Society was accepted, 
the Association to meet in Dallas, November 5-8, 1951. 

It will be recalled that the special Committee on Expanding 
Activities of the Southern Medical Association, in reporting 
to the Council at Cincinnati, recommended: (1) a Bureau of 
Public Relations, (2) a Committee on Medical Education, and 
(3) a Committee on Doctor-Hospital Relationships. Recom- 
mendation (1) was referred to the Executive Committee for 
further consideration. After some discussion the Executive 
Committee decided to defer this for consideration at a later 
meeting of the Committee. Recommendations (2) and (3) 
were approved by the Council but no provision was made by 
the Council or in the committee report for the appointment of 
the committees. It is the opinion of the Executive Committee 
that it is the privilege of the President, Dr. McKay, to 
appoint these committees, and he was instructed to do so. 


At the Council meeting in Cincinnati the Chairman was 
instructed to appoint a special committee to investigate the 
possibilities of the Association having two meetings a year, a 
so-called interim meeting. The Chairman reported that he 
had not appointed this special committee, electing to present 
this to the Executive Committee for consideration. The Execu- 
tive Committee recommends to the Council that there be only 
one meeting a year, that the Association not have a so-called 
interim meeting around half way between the usual annual 
meetings. 


The Executive Committee suggests that the Council again 
consider raising the dues from $8.00 to $10.00 per year, the 
Council at the Cincinnati meeting having raised the dues 
from $5.00 to $8.00 upon recommendation of the previous 
Executive Committee. 


A letter was read from Neville, Brown and Regan, Certified 
Public Accountants, the firm the Council selected as auditors 
for the Association, suggesting that the amount that could be 
had in the Petty Cash Account in the bank be increased from 
$500.00 to a minimum of $2,500.00, that there be no limit 
on the amount of a check drawn against the Petty Cash 
Account and only one signature required. The Petty Cash 
Account is to be reimbursed from time to time by checks 
on the general account which require two signatures. The 
Executive Committee approved the suggestion of the auditor 
and recommends its approval by the Council. 


The matter of some form of pension or retirement plan for 
the working personnel of the Association, along with the 
recommendation from the Board of Trustees at Cincinnati for 
an increase in the retirement compensation of the Secretary- 
Manager, was at the Cincinnati meeting referred by the 
Council to the Executive Committee for further consideration. 
The Executive Committee instructed that this whole matter 
be referred to Neville, Brown and Regan, Certified Public 
Accountants, the Association auditors, with the request that 
they look thoroughly into the matter and report back to the 
Executive Committee. 


The Executive Committee went on record that the decision 
as to a meeting place, or rescinding an accepted invitation, 
cannot be done without the action of the Council as a whole 
unless the Council has given its Executive Committee power 
to do so. 


It was brought out in the Executive Committee meeting 
that last year several councilors arranged for the Association 
to be represented at their state meetings. It is suggested that 
the councilor of each state consider the possibility of arrang- 
ing for a booth or table with to rep the 
Southern Medical Association at his state meeting. 


The Executive Committee decided to hold its next meeting 
in St. Louis, Saturday forenoon, April 29, and suggested to 
the Chairman that he call the interim meeting of the Council 
to be held in St. Louis, Saturday and Sunday, April 29-30, 
the Council meeting to convene at noon on Saturday, and that 
the Southern Medical Association have a dinner on Saturday 
evening for the Council to which would be invited the officers 
of the host society, general chairman, chairmen of com- 
mittees, and others. The Chairman authorized a call of the 
Council to meet as suggested. 


Due to travel arrangements members of the Executive 
Committee were not able to visit the headquarters office, one 
member, Dr. Sanders, having to get away this evening (Sun-~ 
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day), three other members, Dr. Pressly, Dr. McKay and Dr. 
Holden, leaving early tomorrow forenoon (Monday), the 
Chairman, Dr. Pressly, requested Dr. Curtice Rosser, who 
had a later departure on Monday, to represent the Executive 
Committee in an official visit to, and inspection of, the head- 
quarters office and report to the Committee at its next 
meeting. 

(Signed) W. L. Pressty Chairman. 


The Council of the Association was promptly advised of the 
two actions of the Executive Committee requiring Council 
approval: the program plan for the St. Louis meeting, and 
the change in the Petty Cash Account. Sixteen of the 
seventeen members of the Council replied, and each voted to 
approve the recommendations of the Executive Committee, a 
unanimous approval of those who replied. Later the Execu- 
tive Committee, by mail, approved a schedule for the section 
meetings which was then submitted to the Council. Sixteen 
of the seventeen members of the Council replied, all sixteen 
approving the section schedule. 


(Signed) C. P. Loranz, Secretary-Manager. 


(2) REPORT OF EXECUTIVE COMMITTEE 


The Executive Committee of the Council of the Southern 
Medical Association met upon call of the Chairman at St. 
Louis, Missouri, Jefferson Hotel, Room 312, Saturday, April 
28, at 8:00 p.m. and Sunday, April 29, 1950, at 9:00 a.m. 
Present: Dr. W. L. Pressly, Chairman, Due West, South 
Carolina; Dr. F. A. Holden Vice-Chairman, Baltimore, Mary- 
land; and Dr. R. L. Sanders, Memphis, Tennessee. Ex- 
officio members: Dr. Hamilton W. McKay, President, Char- 
lotte, North Carolina, and Dr. Curtice Rosser, President-Elect, 
Dallas, Texas. Sitting with the Committee: Mr. C. P. Loranz, 
Secretary-Manager, and Mr. Robert F. Butts, Assistant to 
Mr. Loranz, Birmingham, Alabama. 


The Committee was called to order by the Chairman, Dr. 
W. L. Pressly, who presided. 


Minutes of the Executive Committee meeting of January 
15 were read and adopted. 


The suggestion of the St. Louis Committee that the Kiel 
Municipal Auditorium be designated General Headquarters for 
the November meeting and that no hotel be designated as 
general hotel headquarters and no hotel be designated as 
headquarters for any section group was approved by the 
Executive Committee. 


The suggestion of the St. Louis Committee that the 
dinner meeting and entertainment be on Tuesday evening 
instead of Wednesday evening was approved by the Executive 
Committee. 


According to minutes of General Session last year, amend- 
ment to Section 6, Chapter 2, was deleted as phrased and 
the following substituted: ‘‘That three associate editors 
be appointed, recommended by the Council, one for one 
year, one for two years and one for three years, and 
thereafter one each year for three years, these to be in an 
advisory capacity, the editor not being required to seek the 
advice of the associate editors except if and when he desires 
to do so.” The Committee suggests that the three associate 
editors to be appointed be from different parts of the 
Association territory. 


Section 4, Chapter 4 of By-Laws, in defining the duty 
of the editor, indicates that books sent for review may be 
reviewed by members of the Association and “properly 
credited.” The Committe recommends that the words “properly 
credited” be deleted from this Section. 


The Executive Committee recommends to the Council that 
Section 2, Chapter 8, Dues, be changed to read “‘six months” 
instead of “one year and six months.” 


The Executive Committee also recommends to the Council 
that in Chapter 9, By-Laws, Fiscal Year, the wording be 
changed to read ‘October 1 to September 30.” 


A letter was read from Dr. Exum Walker of Atlanta, 
Georgia, suggesting the creation of a Section on Neurologicai 
Surgery. The Committee appreciates the importance of neuro- 
logical surgery and the interest of Dr. Walker but feels it is 
not advisable at this time to add this section and so recom- 
mends to the Council. 


_ A letter was read from the secretary of one of the sections 
inquiring if the section officers should nominate a speaker or 
speakers to participate in the General Clinical Sessions pro- 
gram. The Executive Committee suggests that this matter 
should be left to the judgment of the Chairman of the 
Program Committee for the General Clinical Sessions if there 
should be such sessions at Dallas. 


The Executive Committee voted as favoring the elimination 
of golf and trap shooting as official activities at future meet- 
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ings, and that physicians who had won two legs be allowed to 
keep the trophy. 


A new Constitution and By-Laws of the Woman’s Auxiliary 
to the Southern Medical Association was presented to the 
Executive Committee, which is the Advisory Committee of 
the Auxiliary, and with two or three suggested changes it 
was approved. The Committee suggested that the observance 
of Doctors Day be left to the judgment of the Auxiliary. 


The report from the Auditor on some farm of pension and 
retirement compensation was read and referred to the following 
committee for study and for a report to the Council: Dr. 
Clifford N. Heisel, Chairman, Covington, Kentucky; Dr. 
Lamar Arrington, Meridian, Mississippi; Dr. Wilbur M. Salter, 
Anniston, Alabama; Dr. Milford O. Rouse, Dallas, Texas; 
and Dr. R. L. Sanders, Memphis, Tennessee. 


REPORT ON PENSION OR RETIREMENT PLAN 
To the Council of the Southern Medical Association: 


At the January meeting of your Executive Committee the 
matter of a retirement compensation plan for employees of 
the Southern Medical Association was referred to us for 
careful consideration and a comprehensive report. 


After considerable study and thought on the subject of 
retirement plans in general and proposed specific plans sub- 
mitted by others to the Southern Medical Association, we 
submit to you the following comments and recommendations. 


General Commen!s 


There are two obvious tests which a retirement plan must 
meet if it is to be satisfactory from the standpoint of the 
Association and its employees. First, the cost must be such 
that it will not be an undue burden on the Association even 
during years of poor earnings. Second, the benefits payable 
under the plan to employees as they retire must be such 
that they will provide a reasonably adequate retirement 
income. 


Not so obvious, but fully as important, is a third test. 
To be satisfactory, a retirement plan must be so constructed 
that it will meet the pension requirements of the Associa- 
tion not only as they exist today, but as they will develop 
over the next 25 or 30 years. Retirement plans are long 
term programs. Their essential purpose is to prepare for 
predictable needs of the future that will arise from liabilities 
now accruing or already accrued. 


No matter how many collateral features may be tied in 
with the retirement provisions of the plan, its basic purpose 
is to provide for the retirement of those who, after long 
service, will reach the age when they should be retired. The 
true cost of your retirement plan will be the amount of 
pensions that you decide upon for this group, plus whatever 
expenses are involved in operating the type of plan you 
adopt. Any other costs will be for additional features which, 
however desirable, are not in themselves part of your retire- 
ment problem, but can be incorporated within your plan if 
you want them, and if you feel that your Association can 
afford them. 


Designing the Plan 


Any pension plan can be divided into four main features. 
These may be called: Who? When? What? How? These 
words mean: Who gets a pension from the plan? When does 
the pension start? What are the pension benefits? and How is 
the pension financed? 

From conferences with Mr. Loranz and Mr. Butts, we are 
of the opinion that the intent of the Council with reference 
to pensions is substantially as follows: 

Promise a retirement pension from the plan to all full-time 

employees younger than age 65 on June 30, 1950, plus all 

future full-time employees. 

Promise a retirement pension outside of the plan to the 

two full-time employees already age 65 or older on June 

30, 1950. 

The association will not promise a retirement pension to 

any part-time employee, present or future. 

Normal retirement age shall be 65. 

An eligible employee may be retained by the Association 
after normal retirement age if it is agreeable with the Council. 
(Note: The discretion to retain employees in service after 
their normal retirement date should be used wisely. Other- 
wise you might as well have no pension plan at all. It 
would hurt the morale of the younger employees if those with 
the most desirable positions were allowed to cling to them 
indefinitely.) 

In determining the amount of the promised pension, the 
plan shall not only provide a flat percentage of base pay, 
but shall also recognize length of service. It is well nigh 
impossible to find a formula for retirement benefits which 
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will provide an adequate pension for every participant. For 
this reason, it is desirable to provide a minimum pension at 
retirement of $100.00 per month. (Note: Your employees 
are not now covered by the Federal Social Security Act. 
Should they be at some future date, provision might be made 
for the correlation of pension plan benefits with Social 
Security. One acceptable plan is to reduce pension benefits by 
whatever an employee might receive under Social Security. 
The advantage of this plan is that it automatically adjusts 
for any increase in Social Security benefits.) 


At normal retirement age, an employee shall receive his 
monthly pension for a minimum of 120 months and as long 
thereafter as he shall live. 

If employment ends because of death before retirement 
age, benefits in the form of life insurance shall be provided. 

If employment ends before retirement age because of 
total and permanent disability, employee shall be entitled to 
receive the entire values contained in his policy or the entire 
amount deposited with a trustee for his benefit. 

If employment ends before retirement age because of dis- 
missal or resignation, the employee ceases to be a member 
of the plan and has no further interest in its benefits. 

The employees of the Association shall not be required 
to pay any part of the cost of the retirement pensi ised 
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done in the way of providing retirement income for eligible 
employees, we have one other suggestion. 

The simplest type of retirement plan is a formal unfunded 
plan. Many companies have started their pension program 
on this basis. They adopted a benefit formula and then 
paid pensions according to that formula directly out of earn- 
ings. These payments are not much of a financial problem 
as only few employees are on retirement. However, it would 
be wise to set up a reserve for pensions on the books and 
additions to this reserve should be made from time to time 
as earnings warrant. To serve its purpose, the reserve should 
be balanced by liquid assets such as marketable securities. 
Under this plan, retired employees are simply promised a 
certain monthly pension for life. There would be no collateral 
benefits, such as a guaranteed number of monthly payments 
and no death or disability benefits. This plan, in effect, is 
the one recommended for Mr. Loranz and Dr. Dabney. You 
might also consider bringing the four employees now over 50 
years of age under this plan and purchase annuity contracts 
as outlined in Plan B for all other employees. The annual 
cost of this combination plan would be $1,270.65 plus actual 
pensions paid to retired employees, plus an addition to the 
pension reserve fund based on current income. 


All future full-time employees would be eligible for the 
benefits of Plan B or Plan A, whichever is adopted, after 


by the plan. 
Financing the Plan 


Assuming that the above statements are in accord with your 
thinking on the subject of pensions for Association employees, 
the final question to be considered is how best to finance a 
pension plan which will provide the desired benefits. 

Basically there are two methods for financing a pension 
plan. The first is to insure the benefits of the plan with an 
insurance company under one or more annuity or insurance 
contracts. e second is to transfer the funds to the custody 
of a trust, either corporate or individual, under the terms of 
a trust indenture. 


To provide the benefits previously enumerated, it is our 
opinion that the individual annuity method is the best plan 
for the Southern Medical Association. Under this plan, a 
separate annuity contract is purchased for each employee. All 
contracts are held by a trustee during the period of employ- 
ment. The premium is determined by the employee’s age and 
the amount to be paid as a pension. The premium rate 
remains fixed for the life of each contract. As the salary of 
an employee increases, additional contracts are written at the 
then prevailing premium rate for his attained age, so that 
in the course of years each employee is likely to be covered 
by a group of contracts written at different premium rates. 
Individual annuity contracts generally provide diminishing 
term life insurance for insurable employees. 


Plan B as prepared by Edmund C. Armes and John N. 
Corey, business life insurance specialists, provides all of the 
benefits described above. This plan is the most desirable, 
provided the Association can bear the cost without undue 
burden. Plan A provides all of the benefits of Plan B except 
there is no guaranteed minimum monthly pension. This plan 
would be our second choice. Alternate Plan A is the same as 
Plan A except females now age 40 and under will be retired 
at age 60 instead of age 65. Estimated annual cost of these 
plans are: Plan B, $8,080.40; Plan A, $7,260.36: or Alternate 
Plan A, $7,480.41. (Plans on file in Association office). 


If these costs appear to be high, bear in mind that four of 
the employees covered are over 50 years of age. The cost 
for these four under Plan B is $6,809.75 annually. Cost for the 
four employees under 30 years of age is only $1,270.65 
annually. Of course the reason for the high cost on the older 
employees is due to the fact that you only have a few years 
in which to build up a retirement fund for them. A detailed 
breakdown of costs by individuals is set forth in a separate 
schedule included in this report (on file in Association office). 


Provision for Employees Over 65 Years of Age 


The cost of annuities for Mr. Loranz and Dr. Dabney 
would be prohibitive. We therefore recommend that retire- 
ment compensation for these two be provided out of current 
revenue on a “‘pay as you go” basis. The amount of the 
pension to be provided may be determined by the Council 
or worked out on a formula basis using the same percentages 
as outlined in the plan for other employees. If the ordinary 
Association revenue will not at all times take care of this 
monthly retirement compensation, it shall be a lien against 
the assets of the Association. Reserves in the form of Gov- 
ernment bonds or other investments shall be maintained in 
sufficient amounts to guarantee the full payment of this 
retirement compensation. 


Alternative Plan 


Should all of ‘the plans suggested appear to be too costly 
at the present time, yet you feel that something should be 


two years of service. (Note: Some companies require five years 
of continuous service before an employee becomes eligible for 
retirement benefits. This, of course, is optional. Keep in 
mind, however, that the age of the employee at the time 
of entering the plan, will determine the cost of his annuity 
contract. 
(Signed) Brown & REGAN, 
Certified Public Accountants, 
By Curis H. Kine, C.P.A. 


The Committee recommends that Dr. Curtice Rosser, President- 
Elect, Dallas, Texas, be designated as official observer from 
the Southern Medical Association to the Fifth International Con- 
ference on Cancer at Paris, France in July. 


Dr. Curtice Rosser reported on his official visit to and inspec- 
tion of the Association Office as follows: 


It will be recalled from the minutes of the Executive 
Committee meeting held in Birmingham in January that 


the Chairman requested me to rep t the Committee 
in an official visit to, and inspection of, the headquarters 
office. 


I made this official visit and inspection on Monday 
forenoon, January 16. At this time I was able to see 
the complete office setup and the methods of handling the 
Association business. It appeared to me that the many 
details connected with the year-round conduct of our 
Association are being managed promptly and efficiently 
by Mr. Loranz and the nine employees under him. The 
equipment is good and the office space well utilized, but 
it was evident that more space is needed. I understand 
that more space on the same. floor will be available around 
the middle of the year and this will relieve some of the 
present congestion. 


Considering the importance of the position of Mr. 
z, he has a very modest and unpretentious personal 
office. However, he made it plain that his office is and 
always has been a workshop and that he had just the kind 
of workshop he desired. 
I was favorably impressed with the personnel of the 
office and feel that our affairs are in competent hands. 


The President, Dr. Hamilton W. McKay, read his report. 
The Committee approved his report and recommendations 
which are referred to the Council. 


(Signed) W. L. Pressty, Chairman. 
REPORT OF THE PRESIDENT 


To the Council of the Southern Medical Association 

Through the Executive Committee: 

I wish to give you a brief preliminary report on two 
of the projects you authorized at your last regular meet- 
ing. 

(1) The Committee on Medical Education has been 
appointed with Dr. R. Hugh Wood, Dean of the School of 
Medicine of Emory University, as Chairman. The per- 
sonnel of the Committee is as follows: Dr. Walter E. 
Vest, Huntington, West Virginia; Dr. Waverly R. Payne, 
Newport News, Virginia; Dr. Milford O. Rouse, Dallas, 
Texas; Dr. Robert L. Sanders, Memphis, Tennessee; and 
Dr. W. Kendrick Purks, Vicksburg, Mississippi. 

Dr. Wood is both a clinician of wide experience and 
also a popular medical executive. This Committee has 
entered upon its work with enthusiasm, and much pre- 
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liminary work has already been accomplished. As you 
know, the Committee is meeting just before the Interim 
Meeting of the Council. 


(2) The Committee on Doctor-Hospital Relationships 
has also been appointed with Dr. J. B. Lukins as Chair- 
man. The personnel of this Committee has been appointed 
with the exception of one member and is as follows: Dr. 
Oscar B. Hunter, Washington, D. C.; Dr. F. A. Holden, 
Baltimore, Maryland; and Dr. Allan Tuggle, Charlotte, 
North Carolina. 


As you know, Dr. Lukins has a peculiar fitness to head 
up the work in this field, which is economic, complex and 
important. This Committee is also meeting prior to the 
Council meeting. 


(3) Much time and thought have been given to the 
establishment of the work in the field of public relations, 
which I believe is necessary for renewed interest in the 
Southern Medical Association’s program. I have no 
report to make as the Executive Committee feels the 
time has not arrived for the Southern Medical Association 
to consider this additional project. Careful search and 
investigation have led to the consideration of two people, 
either one being qualified to do an excellent job. 


I presume that when you authorized these two com- 
mittees, you realized it would take years (at least three 
years) for the two committees to accomplish anything 
constructive. The establishment of a public relations 
bureau with the proper type director which would fit into 
our picture is worthy of the very best thought and advice 
from each individual member of the Council and the 
group as a whole. 


Minor Considerations 


(1) Beginning with the year 1950 and 1951, I recom- 
mend that the dues of the Southern Medical Association 
be raised from $8.00 to $10.00 per year. 


(2) There should be a reasonable expense account (for 
travel, correspondence, etc.) provided for the two Com- 
mittees, whose work will extend over an indefinite period. 
I would also recommend that these Committees be con- 
tinued until such time as each Committee feels that it has 
completed the work at hand. 


(3) I believe that intensive publicity, which would deal 
specifically with the program offered, the entertainment 
to be provided for the St. Louis meeting and each suc- 
ceeding meeting, should begin 60 or 90 days in advance of 
the date set for the meeting. 


(4) I recommend that consideration be given the posi- 
tion, title and work of Mr. Butts with the Southern 
Medical Association in the years that lie ahead. 


(5) I recommend that a regular interim meeting of the 
Council be held, preferably in the city of the Home Office 
(Birmingham) each year at a date to be determined by 
the President, Executive Committee and the General 
Manager. 


(Signed) Hamrtton W. McKay, M.D., President. 


It was recommended and approved that the reports and actions 
of the Committee on Medical Education and the Committee on 
Doctor-Hospital Relationships and any other Committee be pub- 
lished in the SouTHERN MEDICAL JoURNAL. 


Minutes of the Executive Committee meeting of January 15 
were read and approved, and minutes of the meeting of April 28 
were read and approved with these exceptions: 

(1) Section 2, Chapter 8 be changed to read ‘“‘one year’ 
instead of “‘six months,” membership to continue for one year but 
sending the SourHeRN MeEpIcat JouRNAL to be discontinued after 
six months; and 

(2) To continue for this St. Louis meeting the golf and trap 
shooting tournaments.* 

_ (3) The recommendation of the president to increase dues be- 
ginning with the year 1950 and 1951 was changed to make the 
effective date January 1, 1951. Chapter 8, Section 1, of the 
By-Laws would then read: “Dues of this Association shall be 
$10.00 per year, payable annually in advance, effective January 1, 
1951, new membership to begin on date of payment of dues.” 

(4) The recommendation of the president regarding an interim 
meeting was changed to read that the time and place for an 
interim meeting would be left to the Executive Committee. 


“Later in the year, due to an unusual situation the local Com- 
mittee on Trap Shooting recommended that the tournament be 
omitted this year and this recommendation was approved by the 
Council by mail vote 
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Dr. R. Hugh Wood, Chairman of the Committee on Medical 
Education, made the following report for his Committee: 


REPORT OF COMMITTEE ON MEDICAL EDUCATION 


A meeting of the Committee on Medical Education of the 
Southern Medical Association was held on April 29, 1950 at 
the Hotel Jefferson, St. Louis, Missouri. Dr. R. Hugh Wood, 
Chairman of the Committee and Dean of the Emory Uni- 
versity School of Medicine, Atlanta, Georgia, presided. Other 
members of the Committee present were: Dr. Walter E. Vest, 
Huntington, West Virginia; Dr. W. Kendrick Purks, Vicks- 
burg, Mississippi; Dr. R. L. Sanders, Memphis, Tennessee; and 
Dr. Milford O. Rouse, Dallas, Texas. Dr. Waverly R. Payne, 
Newport News, Virginia, a member of the Committee, was 
unable to be present. 


TOPICS DISCUSSED AND ACTION TAKEN BY THE COMMITTEE 


(1) Need for Physicians in the South 


(1) The Committee agreed that the greatest need is for 
the family doctor or gereral practitioner in the small com- 
munity. 

(2) They concurred in the belief that there is a difference 
between the actual need and the demand for doctors in small 
communities. 

(3) In defining the training and skills that the general 
practitioner should have, it was the sense of the Committee 
that he should have a minimum of two years’ training, which 
would give him a thorough grounding in general medicine, 
obstetrics, and pediatrics. The surgical part of this training 
would emphasize office surgery, simple fractures, the recog- 
nition and management of shock, and would discourage him 
from performing definitive surgery unless his training went 
further and qualified him to do so. 

(4) It was the feeling of the Committee that there has 
been tremendous overemphasis upon specialization within the 
past few years, particularly by the Armed Forces and the 
Specialty Boards. For example, certified physicians accepting 
commissions in the Armed Services are automatically given 
higher rank and, therefore, greater pay. The Veterans Admin- 
istration automatically gives a 25 per cent increase in salary 
to the certified physician. This policy discriminates against 
many well-qualified physicians who have not completed the 
technical requirements for certification. 

(5) The Committee recognized that facilities for practice 
in small communities must be made attractive. Lack of 
facilities is the basic reason why many communities are with- 
out a physician. Various programs established throughout 
the country have demonstrated that the opportunity for prac- 
ticing good medicine in small communities can be provided by 
collaborated effort. The programs of the Kellogg Foundation, 
Bingham Associates, Commonwealth Fund, and Hospital and 
Health Councils, as provided for in Amendment to the Hill- 
Burton Act, were discussed. 


The Committee endorsed the idea of setting up nonprofit 
associations of interested people in various states, who would 
seek local financial support for a medical and hospital resources 
project. With funds secured for this purpose, it is contem- 
plated that a staff of full-time experts in hospital management 
and medical care would be available to the participating hos- 
pitals of the state for consultation and advice. A travel budget 
would enable the full-time group to discuss local problems 
with local groups. 


It was the feeling of the Committee that projects of this 
kind, with regional support and regional control, could achieve 
the ultimate goal of better patient care. Also, the cost of 
such an undertaking would be represented in pennies as com- 
pared to dollars, proposed in the program for National Com- 
pulsory Health Insurance. 

(11) Need for Additional Medical Schools in the South 


(1) There is now a total of 30 medical schools located in 
the 16 Southern states, including the District of Columbia. 
Three of these are basic science schools. It is the opinion of 
the Committee that four-year schools are needed in the states 
of Florida, Mississippi, and West Virginia. It is further the 
opinion of the Committee that new schools should be estab- 
lished only in communities affording ample clinical facilities, 
without the necessity of transporting patients a great distance. 

(2) The Committee felt that new schools are preferable 
to enlarging greatly the enrollment of existing schools. The 
maximum number of students which can be satisfactorily in- 
structed in one class usually does not exceed 150. At the 
present time there are very few schools that can accommodate 
that number. The majority of medical schools today have 
neither the budget nor the clinical facilities necessary to 
increase enrollment. 

(111) Cost of Medical Education 

(1) It is the sense of the Committee that the present 
estimate of the average, annual cost of $2,200 per student 
is too low. It is believed that a more accurate figure would 
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be $3,000 and that a medical school with 75 to 80 students 
in a class should have an annual budget of approximately 
$1,000,000. This represents the income on an endowment of 
$25,000,000 at 4 per cent. This estimated medical school 
budget is for educational purposes alone and does not include 
the cost of patient care in the teaching hospital. 


(2) The Committee felt that there should be a clear 
definition of the ‘‘cost of medical education.” It should be 
understood that the cost of patient care in teaching hospitals 
should not be charged to the budget for medical education. 
Medical care for the indigent is the responsibility of the 
community or state. If the medical school faculty gives pro- 
fessional service to patients in the municipal or county hos- 
pital, it has done its part. The medical school should not 
be forced to pay for the “privilege” of teaching in the 
municipal or county hospital. 


(3) Sources for financial support of medical schools were 
discussed. The Committee endorsed the program now being 
undertaken by the National Fund for Medical Education. 
This movement envisions the solicitation of annual contribu- 
tions from industry to a fund for medical education. These 
funds would be disbursed to medical schools by that organi- 
zation, according to demonstrated need. It was the sense of 
the Committee that industry should recognize its obligation 
and opportunity in the field of medical education and every 
effort should be made to encourage its financial support. It 
was felt that all possible sources of support for medical 
education should be explored and Federal support accepted 
only as a last resort. If Federal support were accepted, it 
should be in the form of grants and there should be every 
possible guarantee that medical schools would be free from 
governmental control in policy and operation. 


(IV) Nature of Undergraduate Medical Education 

(1) It was agreed that premedical education should include 
broad cultural training and should not overemphasize pre- 
medical sciences. 


(2) In the selection of medical students it was agreed that 
more attention should be paid to personality traits and gen- 
eral cultural accomplishments and less to high scholastic 
achievement. 


(3) In the four-year undergraduate program of the medical 
school, it is desirable that the student have a thorough 
grounding in the basic sciences. This will enable him to 
continue his education on a proper foundation. 


(4) While it is impossible to train specialists in the under- 
graduate course, it is feasible and desirable that the specialist 
be employed to teach broad principles of medicine and 
surgery, as represented in their specialties. 


(5) The Committee commended the increasing tendency of 
medical students to show more interest in their training for 
an ultimate location in small communities. In this connection 
the Committee recognized and approved the programs for 
residency training in general practice that have been in- 
augurated at the University of Colorado, University of Mich- 
igan, and New York medical schools. Such programs should be 
encouraged and further developed. 


(V) Southern Regional Education 


(1) The Committee approved the program set up by the 
Board of Control for Southern Regional Education. 


(2) The Committee expressed appreciation for the invita- 
tion of the Southern Regional Education Board to participate 
in its proposed study and deliberations over medical education 
in the South. It was agreed that the Chairman of the Com- 
mittee, and other members of the Committee as they were 
available, should participate in this study. 


(3) The Committee further approved a Southern Regional 
Educational Program which seeks to provide better medical 
education for Negroes. Additional facilities as well as addi- 
tional medical schools are n Regional support for 
Meharry Medical College, and such other schools as may be 
established, was commended. It is recognized that intern 
and residency training programs for Negro graduates in the 
South are entirely inadequate; nursing schools for Negroes 
are few in number and poor in quality; and Negro hospitals, 
particularly for private patients, are likewise inadequate in 
number and quality. The Committee would support all 
reasonable movements toward remedying these situations. 


The Committee expressed appreciation to the Chairman for 
his constructive work in outlining the agenda for the meeting. 


Dr. J. B. Lukins, Louisville, Kentucky, Chairman of the Com- 
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mittee on Doctor-Hospital Relationships, made the following report 
for his Committee: 


REPORT OF COMMITTEE ON DOCTOR-HOSPITAL 
RELATIONSHIPS 


A meeting of the Committee* was held on April 29 at the 
Jefferson Hotel, St. Louis, Missouri. Present: Dr. J. B. 
Lukins, Chairman, Louisville, Kentucky; Dr. Oscar B. Hunter, 
Washington, D. C.; Dr. F. A. Holden, Baltimore, Maryland; 
and Dr. Allan Tuggle, Charlotte, North Carolina. 


(1) The Committee recognizes the fact that the hospitals 
of America have been and are the greatest ally of the 
medical profession but deplore the increasing tendency of 
ae, ee and corporations to enter the practice of 
medicine. 


(2) _ There is a definite objection to the interposition of 
any third party whether it is one person, a group of persons 
or a corporation of any third party between the patient and 
his physician. 


(3) Each Professional Department of a hospital should be 
self-sustaining and the statement rendered to the patient 
should indicate clearly that which is due for professional 
practice and that which is due for nonprofessional hospital 
facilities. 

(4) No medical professional services should be included in 
a hospital insurance policy. 

The Committee hopes that by the time of its next meeting, 
which will be during the Southern Medical Association meeting 
in St. Louis in November, to have something that will at 
least give us all food and thought for investigation. 


It was moved and carried that Mr. Robert F. Butts, assistant 
to Mr. Loranz, be given the title of Assistant Secretary-Manager. 


A cordial letter from Rev. Alphonse M. Schwitalla, S.J., Ph.D., 
former Dean, St. Louis University School of Medicine, St. Louis, 
Missouri, and a fine friend of the Association over the years, was 
read with the appreciation of the Council. 


The special committee to study and report on the report of 
the auditors on the pension or retirement plan, Dr. Clifford N. 
Heisel, Chairman, reported that the committee recommends ap- 
proval of the pension or retirement plan in principle, but re- 
quested that the Association auditors further examine the financial 
structure of the Association and give the Council further a re- 
port on the financing of a retirement plan. The Committee sug- 
gested for the auditors a proposed financing: (1) that the amount 
of bonds held by the Association remain intact to guarantee a 
retirement fund, but that the accrual of the bonds be used as a 
reserve or surplus fund to meet retirement payments; (2) that 
an annual amount from the income of the Association as may be 
determined by the auditors and approved by the Council be 
added to this reserve or surplus fund; and (3) that the reserve 
or surplus fund be invested in quickly convertible bonds to 
bring in an additional interest income to add to the reserve or 
surplus fund. 


The report of the Committee was approved. 

The Association was host to a dinner Sunday evening to the 
Council and members of the committees in St. Louis for this 
interim meeting with officers of the local and state medical 
societies, the general chairman, local executive committee and 
chairmen of local committees for our St. Louis meeting. 


At the close of the evening session following the dinner the 
Council adjourned to meet at St. Louis on Sunday, November 12. 


(Signed) W. L. Pressty, Chairman. 


REPORT OF COUNCIL 


Dr. W. L. Pressly, Due West, South Carolina, Chairman of 
the Council, presents the following report for the Council: 


To the Members of the Southern Medical Association: 

The Council convened in two sessions at the Jefferson Hotel, 
Room 7, St. Louis, Missouri, Sunday and Monday, November 12 
and 13, at 12:00 noon. Present: Dr. W. L. Pressly, Chairman, 
Due West, South Carolina; Dr. F. A. Holden, Vice-Chairman, 
Baltimore, Maryland; Dr. Wilbur M. Salter, Anniston, Alabama; 


*After this meeting Dr. Edgar M. Dunstan, an internist of 
Atlanta, Georgia and formerly Superintendent of Parkland Hos- 
pital, Dallas, Texas, and Superintendent of Army Hospital in World 
War II, was made a member of the Committee. 
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Dr. Lowry H. McDaniel, Tyronza, Arkansas; Dr. Helen Gladys 
Kain, Washington, District of Columbia; Dr. William C. Thomas, 
Gainesville, Florida; Dr. Olin S. Cofer, Atlanta, Georgia; Dr. Clif- 
ford N. Heisel, Covington, Kentucky; Dr. Edwin H. Lawson, New 
Orleans, Louisiana; Dr. Lamar Arrington, Meridian, Mississippi; Dr. 
Daniel L. Sexton, St. Louis, Missouri; Dr. Lenox D. Baker, Dur- 
ham, North Carolina; Dr. Fred E. Woodson, Tulsa, Oklahoma; 
Dr. R. L. Sanders, Memphis, Tennessee; Dr. T. Dewey Davis, 
Richmond, Virginia; Dr. Andrew E. Amick, Lewisburg, West 
Virginia; and Dr. Milford O. Rouse, Councilor-Elect from Texas, 
Dallas, sitting for Dr. Walter G. Stuck, deceased. Sitting with the 
Council: Dr. Hamilton W. McKay, President, Charlotte, North 
Carolina; Dr. Curtice Rosser, President-Elect, Dallas, Texas; Dr. 
M. Y. Dabney, Editor of SourHeRN MeEpicat JourNat, Bir- 
mingham, Alabama; and Dr. C. A. Andrews, Councilor-Elect from 
Florida, sitting for Dr. William C. Thomas on Sunday; Dr. W. 
Thomas Brockman, Councilor-Elect from South Carolina; Dr. 
Waverly R. Payne, Councilor-Elect from Virginia, Newport News; 
and Mr. C. P. Loranz, Secretary-Manager, Birmingham, Alabama. 

Dr. Lenox D. Baker, filling the unexpired term of Dr. Arthur 
H. London, Durham, North Carolina, Dr. C. A. Andrews, Dr. W. 
a pees and Dr. Waverly R. Payne were introduced and 
welcomed. 


Report of the Interim Meeting of the Council, held in St. 
Louis, Missouri, April 29, was read and approved. 


(1) REPORT OF EXECUTIVE COMMITTEE 


The Executive Committtee met at the Jefferson Hotel, Room 
6, Sunday, November 12, at 8:30 a.m. Mem present: 
Dr. W. L. Pressly, Chairman, Due West, South Carolina; 
Dr. F. A. Holden, Vice-Chairman, Baltimore, Maryland; Dr. 
R. L. Sanders, Memphis, Tennessee. Ex-officio members: 
Dr. Hamilton W. McKay, President, Charlotte, North Caro- 
lina; and Dr. Curtice Rosser, President-Elect, Dallas, Texas. 
Sitting with the Committee: Mr. C Loranz, Secretary- 
Manager, Birmingham, Alabama. 

The Committee was called to order by the Chairman, Dr. 
Pressly, who presided. 

The minutes of the Executive Committee meeting of April 
28 were read and adopted, and the minutes of the Interim 
Meeting of the Council on April 29 were read and approved. 

The President, Dr. McKay, announced the resignation of 
Dr. Arthur H. London, Jr., Durham, as member of the 
Council from North Carolina and that he had appointed Dr. 
Lenox D. Baker, Durham, North Carolina to fill the unex- 
pired term of Dr. London. 

The Council at the Cincinnati meeting provided for an 
Interim Meeting of the Council which was held at St. Louis 
on April 29. The idea was that this would be an annual 
event. The Council at the April 29 meeting was of the 
opinion that there was not a need for an Interim Meeting 
of the whole Council and that the Executive Committee could 
represent the Council and actions of the Executive Committee 
referred to the Council by mail. The action of the Council 
at Cincinnati should be changed to read “may be held” 
instead of ‘‘shall be held.” 


(Signed) W. L. Pressty, Chairman. 


Dr. M. Y. Dabney, Birmingham, Alabama, gave his report as 
Editor of the SouTHERN MEDICAL JouRNAL after which the Council 
expressed its appreciation for his fine work and of having him sit 
with the Council. 

REPORT OF EDITOR 

The work of the editorial department in 1950 as in past 
years has consisted chiefly of review of scientific papers 
read at our meeting and their editing for publication, with 
the discussions which accompany them; consideration of 
papers submitted during the year, preparation of the editorial 
and supervision of the book review sections, and attention to 
correspondence upon various subjects. 


We publish in the neighborhood of 250 papers in an annual 
volume. | Around 120 manuscripts have been submitted for 
publication in the current year which is yet unfinished. 
Better material is submitted each year. More than half were 
returned to the authors. In the neighborhood of 200 books 
are received annually for review. 


Each year at our convention we should put more emphasis 
upon moving pictures and television as teaching instruments, 
because of the widening appreciation of visual education. And 
each year we should try to include more work on the basic 
sciences in our clinical programs. 

_I wish to thank you one and all for your wonderful work 
with and for the Association this year, which has greatly 
benefited medical practice in the South. 

And I wish to thank the Secretary-Manager for his twenty- 
four-hour-a-day interest in, and labor for, the Association. 
His experience in the details of medical organization and of 
putting on a convention, his knowledge of the technical 
problems of printing, iilustrating and publishing a scientific 
journal, his years of acquaintance and friendship with phy- 
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sicians and with convention workers in every Southern state, 
make him invaluable. 

May next year’s convention be better than this one, and 
I hope we may start many of its plans before we leave St. 


Louis. 
(Signed) M. Y. Dasney, Editor. 


The three associate editors, elected by the Council upon the 
recommendation of the editor, each from different sections of 
the Southern Medical Association territory, all to be teachers in 
some medical institution and to represent different specialties, are: 
Dr. Curtice J. Lund, Professor of Obstetrics and Gynecology, 
Louisiana State University Medical Center, New Orleans (one 
year); Dr. Curtice Rosser, Professor of Proctology, Southwestern 
Medical School of the University of Texas, Dallas (two years); 
and Dr. Tinsley R. Harrison, Professor of Medicine, Medical 
College of Alabama, Birmingham (three years). 

A letter was read from Dr. C. J. Brown, President of the 
Orleans Parish Medical Society, New Orleans, Louisiana, submitting 
copy of his letter to Dr. Arthur Allen, Chairman of the Board of 
Regents of the American College of Surgeons, transmitting to him 
a statement in a New Orleans paper about the trend affecting the 
practice of medicine reportedly made by Major General Paul R. 
Hawley, Director of the American College of Surgeons in Boston 
during the annual meeting of the College. After much discussion 
on this and also on the matter of hospital standardization, these 
matters were referred to the Committee on Doctor-Hospital Re- 
lationships. 


At a subsequent meeting of the Council, Dr. F. A. Holden, 
Vice-Chairman of the Council and a member of the Committee on 
Doctor-Hospita] Relationships, presented the following which was 
approved by the Council, and the Secretary was instructed to send 
copies to the American College of Surgeons and to the Council 
on Medical Education and Hospitals of the American Medical 
Association : 

The Council of the Southern Medical Association wishes 
to assert its unqualified disapproval of any attempt by cor- 
porations, including hospitals, to encroach on the practice of 
medicine; and hopes for an increasingly clear demarcation in 
the understanding of patients, between strictly hospital care of 
patients, and professional services rendered by physicians to 
patients while in hospitals, with proper and clear-cut recogni- 
tion by patients to physicians for strictly medical and surgical 
care. We feel that procedures of anesthesiology, pathology, 
radiology and physical medicine should be carried out by or 
under the supervision of physicians and constitute the practice 
of medicine. 

The Council of the Southern Medical Association wishes 
to express the greatest appreciation to the American College 
of Surgeons and to the Council on Medical Education and 
Hospitals of the American Medical Association, for their 
great achievements in the standardization of hospitals, and 
hopes that this work of standardization of hospitals may be 
continued as now. The Council recognizes that this work has 
doubtless entailed considerable financial cost, and expresses 
the hope that more practical and equitable means may be 
found of sharing the financial burden, possibly by the 
American Medical Association assuming a portion of the cost. 


The Council also opposes, unalterably, any tendency to 
turn over the matter of standardization of hospitals solely 
to the American Hospital Association, but expresses the 
thought that the American College of Surgeons and the Council 
on Medical Education and Hospitals of the American Medical 
Association might work out with the American Hospital As- 
sociation a practical joint or cooperative program of stand- 
ardization of hospitals. 

The Council expresses its approval of the very construc- 
tive program of education so successfully being carried on 
by the National Education Committee of the American 
Medical Association, and hopes that all officials of the 
American College of Surgeons will always maintain the public 
and private attitude of optimism that should prevail. 


The Secretary-Manager was instructed to send a telegram to 
Dr. J. B. Lukins, Chairman of the Committee on Doctor-Hospital 
Relationships, expressing appreciation for his work on the com- 
mittee and regret for his not being able to attend this meeting 
on account of illness. 


It will be recalled that the Council at the April meeting referred 
the matter of i or reti t to the auditors to examine 
further the Association finances and revenue and report further 
on this matter. Here follows a report from the auditors, Neville, 
Brown & Regan: 


REPORT ON RETIREMENT OR PENSION PLAN 


To the Council of the Southern Medical Association: 

With reference to financing the proposed retirement com- 
pensation plan for employees of the Southern Medical As- 
sociation, which plan was adopted in principle by you at 
your meeting of April 29, 1950, we submit as a supplement 
to our report additional data and recommendations which we 
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believe will enable you to make a definite decision on the 
proposal. 

Refer to separate schedule attached hereto (on file in 
Association office) for details of estimated pension require- 
ments and the recommended sources of revenue to meet those 
requirements for the years 1951 through 1975. The following 
explanations refer to this schedule: 

(1) The amount of retirement compensation for each 
employee has been computed on the basis of 30 per cent of 
base salary, plus % of 1 per cent for each year of service, 
not to exceed 40 years; except that no employee’s retirement 
compensation shall be less than $100.00 per month. 


(2) The pension fund requirements as stated provide re- 
tirement compensation for all present employees. (Refer to 
separate schedule for details). Note that provision has been 
made for the retirement of Mr. Loranz and Dr. Dabney in 
1953. Both are now past the usual retirement age of 65 
and our date of 1953 is purely arbitrary. The Council, of 
course will set the date of retirement. Provision has been 
made for the retirement of all other employees upon reach- 
ing the age of 65 or upon completion of 40 years service, 
whichever event first occurs. 

(3) The life expectancy of retired employees used in our 
computations is based on the ‘“‘Commissioner’s 1941 Standard 
Ordinary Table of Mortality.’ This table is fairly accurate 
when considering a large group of people, but there could be 
a considerable variance in the actual and theoretical mortality 
rates when applied to a small group such as you have. 
However, that is something over which we have no control. 
The Commissioner’s Table is the best available guide. 

(4) At September 30, 1950, your Association had invested 
$100,640.00 in U. S. Government bonds, Series F, having 
a maturity value of $136,000.00. Assuming that this invest- 
ment remains the same through the years and that similar 
securities are available for purchase as the present bonds 
mature, interest income from this source during the next 
25 years will amount to $70,720.00. We recommend that 
this interest be used exclusively for pension purposes and 
that it be deposited in a separate pension fund bank account 
as received. 

(5) Since interest income alone is not sufficient to meet 
the estimated pension fund requirements, additional revenue 
from other sources will be necessary. We, therefore, recom- 
mend that annual deposits in the amount of $6,000 be made 
to the pension fund from current operating revenue as in- 
dicated in the schedule. Such a deposit during the fiscal 
year ended September 30, 1950 would not have materially 
impaired the Association’s Working Capital. Future income 
will determine whether or not future deposits become a burden. 

At the end of 1975, deposits plus interest will exceed the 
total estimated pension requirements in the amount of 
$47,524.00. It is highly probable that deposits from current 
earnings could be discontinued after 1975. The back-log or 
“cushion” of $47,524.00 in the pension fund at the close of 
1975, plus interest income alone might possibly be sufficient 
to take care of future estimated pension requirements. 

(6) All employees of the Association have been considered 
in this plan, thus eliminating annuities for the younger em- 
ployees. Should you desire insurance benefits for the younger 
employees, we believe that a group life insurance plan would 
be the most practical and reasonable. 

(7) The Council should set up eligibility requirements for 
retirement benefits. For example, some organizations require 
5 years of continuous service before an employee becomes 
eligible for retirement benefits. A retirement age should be 
set (the most common is 65), and the Council should de- 
termine whether or not retirement is mandatory at age 65 or 
whether an employee would be permitted to work beyond 
retirement age, at the discretion of the Council. 

(8) We recommend that the pension fund itself be invested 
in quickly convertible bonds, thus earning additional interest 
income to be used for pension purposes. 

For your information and consideration, we submit the 
following brief explanation of the new Social Security Act: 

Under the 1950 Social Security Act, employees of the 
Southern Medical Association may become covered, provided 
the Association itself approves and at least two-thirds of its 
employees elect coverage. The election is made by filing a 
certificate accompanied by a list containing the signature, 
address, and Social Security account number (if any) of each 
employee who consents. The Bureau of Internal Revenue will 
issue forms on which the election is to be made. The cer- 
tificate will take effect on the first day of the calendar quarter 
after the quarter it is filed, but not before January 1, 1951. 
An employee who does not sign, the statement will remain 
exempt. (Employees who fail to sign up may join up within 
a month after the election becomes effective). However, 
employees hired or rehired on or after the effective date of 
the election will be covered on a compulsory basis. The 
organization may terminate the coverage of itself and em- 
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ployees by giving a two-year notice of termination, but that 
notice may not be given until after eight years of coverage. 

The old-age tax is to be figured on the first $3,600.00 of 
wages paid to the employee during the calendar year, be- 
ginning with 1951. The following rates are applicable under 
the new Act: 1951-1953, employer 1% per cent, employee 
1% per cent, total 3 per cent; 1954-1959, employer 2 per 
cent, employee 2 per cent, total 4 per cent; 1960-1964, 
employer 2% per cent, employee 2% per cent, total 5 per 
cent; 1965-1969, employer 3 per cent, employee 3 per cent, 
total 6 per cent; 1970 and after, employer 3% per cent, 
employee 3% per cent, total 6% per cent. Monthly benefits 
under the new law for covered employees earning from 
$100.00 to $300.00 per month will run from $50.00 to 
$100.00. 


This information is supplied with the thought that it might 
be of some benefit to you in considering a pension plan. 


(Signed) NeviILteE, Brown & REGAN, 
Certified Public Accountints 
By Curis H. Kino, C.?.A. 


Birmingham, Alabama, October 30, 1950. 


This report was referred to the special committee composed of 
Dr. Clifford N. Heisel, Chairman, Dr. Lamar Arrington, Dr. Wilbur 
M. Salter, Dr. Milford O. Rouse and Dr. R. L. Sanders. 


Dr. Seale Harris, Birmingham, Alabama, Past President of the 
Association and a member of the Gorgas Hall of Fame Committee 
thanked the Council for the Committee for its endorsement of 
Dr. William Crawford Gorgas for the Hall of Fame, its action at 
the meeting last year. He reported that General Gorgas was 
elected by the largest vote of any of the six who were elected. 


Motion was made and carried that there be created a Policy 
Committee of three to confer and work jointly with the Executive 
Committee, making such recommendations as seemed necessary, 
the committee to be appointed by the incoming president. The 
incoming President, Dr. Curtice Rosser, appointed on the com- 
mittee Dr. Daniel L. Sexton, Chairman, St. Louis, Missouri; Dr. 
Olin S. Cofer, Atlanta, Georgia; and Dr. Lenox D. Baker, Dur- 
ham, North Carolina. 


It was moved that those organizations which for several years 
have met conjointly with the Southern Medical Association con- 
tinue to have their programs printed along with the activities of 
the Association, it being the judgment of the Council that the 
time of meeting of these organizations should not conflict with 
the activities of the Southern Medical Association. 


It will be recalled that at the Council meeting last year an 
amendment was offered to Article 2 (Purpose) of the Constitution, 
the amended article to lay on the table for one year. The 
Secretary-Manager was instructed to inquire of our attorney 
whether or not the slight changes would affect the charter of 
the Association as granted by the State of Alabama or if the 
change would necessitate filing any paper with the Secretary of 
State of Alabama. The Secretary-Manager read a letter from 
the attorney which stated that the slight changes would not change 
the charter, and it would not be necessary to file any further 
paper with the Secretary of State. Here is Article 2 as amended 
which is up for final action:* 


The purpose of this Association shall be to foster and 
develop scientific medicine, this to include medical education 
and all the economic phases of medicine. It shall have no 
direct connection with, or control over, any other society or 
organization, nor shall it at any time be controlled by any 
other society or organization. The Association shall not at 
any time take active part in any sectarian or partisan political 
movements. All meetings of the Association shall be for the 
purpose of presenting and discussing papers pertaining to the 
science of medicine, medical education, public health, and the 
various economic phases of the practice of medicine. 


Dr. F. A. Holden, who represented the Southern Medical 
Association at the meeting of the World Medical Association in 
New York City, October 16-20, gave a splendid report on that 
organization 


The Secretary-Manager reminded the Council that it had for 
the two previous years made a contribution to the World Medical 
Association of $500.00. It was moved and carried that the As- 
sociation continue to support the World Medical Association, and 
a contribution of $500.00 for this year was approved. 


Dr. Curtice Rosser, President-Elect, who was officially desig- 
nated to represent the Southern Medical Association as an official 


*At a General Session held at the Kiel Municipal Auditorium, 
Opera House, St. Louis, Missouri, Tuesday, November 14, 4:30 
p.m., this Article 2 (Purpose) was read and upon motion, duly 
seconded, was approved without a dissenting vote. 


E 
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observer to the Fifth International Conference on Cancer at Paris, 


t and otherwise and in respect to relationships with the various 
France, in July, gave a report on the Conference. 


community and welfare agencies. This instruction should be 
continued into the intern and resident years for the young 
Dr. Milford O. Rouse was named to succeed Dr. T. Dewey doctor certainly needs to learn some of the things about public 4 
Davis on the Committee to Study Programs and Revisions of relations which older doctors have learned by practicing ‘ 
Sections, the term of Dr. Davis as a member of the Council medicine and dealing with the public as individuals and in 

expiring with this meeting. groups. 


It was agreed that in order to turn out the kind of doctors 
we all want, we must select medical students who can be 
envisioned as adequate doctors. The admissions committees, 


Dr. R. Hugh Wood, Chairman of the Committee on Medical 
Education and Dean of the Emory University School of Medicine, 
Atlanta, Georgia, gave the following report for the Committee 


which was approved by the Council: 


REPORT OF COMMITTEE ON MEDICAL EDUCATION 


A meeting of the Committee on Medical Education of the 
Southern Medical Association was held on November 12, 1950, 
at the Hotel Jefferson, St. Louis, Missouri. Dr. R. Hugh 
Wood, Chairman of the Committee and Dean of Emory Uni- 
versity School of Medicine, Atlanta, Georgia, presided. Other 
members of the Committee present were: Dr. Waverly R. 
Payne, Newport News, Virginia; Dr. W. Kendrick Purks, 
Vicksburg, Mississippi; Dr. Milford O. Rouse, Dallas, Texas; 
Dr. R. L. Sanders, Memphis, Tennessee; and Dr. Walter E. 
Vest, Huntington, West Virginia. 


TOPICS DISCUSSED AND ACTION TAKEN BY THE COMMITTEE 
(1) Public Misunderstandings 


It was agreed that a matter of first importance was the 
necessity of public information to dispell the most prevalent 
misconceptions concerning several aspects of Southern medical 
education. 

Many of the Committee members have observed that edu- 
cated laymen and even practicing physicians feel that there is 
an unnecessary limitation of the number of medical students 
accepted into our medical schools. Some laymen believe that 
the American Medical Association and the Association of 
American Medical Colleges are in some sort of unholy collusion 
to limit the number of doctors. Many people are of the 
opinion that the schools could double their enrollments if they 
cared to, not realizing that very often medical school budgets 
are already strained to the breaking point and doubling the 
student body means increased facilities, budget, and teaching 
personnel. They do not understand the scarcity and difficulty 
of finding well-trained personnel to staff the medical school 
even when funds are no problem. 


Many believe that the tuition fee meets a large part of the 
cost of educating the student, whereas in the entire 79 medical 
schools throughout the country it covers only 22.8 per cent 
of the total cost. The Association of American Medical Col- 
leges’ report of 1950 gave the average tuition fee of 1950-51 
as $554 and the average cost to the school per student as 
$2,200 to $2,500. 

It is another false assumption that the total medical school 
budget is spent for the education of medical students. There 
are a number of hidden costs in that budget. For example, 
most medical school faculties spend a considerable portion of 
their time in teaching nurses and training interns and residents 
in the teaching hospitals. The total number of graduate 
students (designating house staff by this term) sometimes 
equals the number of undergraduate medical students. Those 
medical schools connected with universities usually have 
graduate students working for the master and doctor of 
philosophy degrees and they are taught in the basic science 
departments of the medical school. 


It is incumbent upon the entire profession to ascertain the 
facts and correct the erroneous impressions in the minds of 
the public, whenever and wherever possible. 


(2) Education for the Practice of Medicine 


The next topic considered was undergraduate medical 
education. 

It was agreed that, somehow, we need to train the student 
not only in the physical sciences of clinical medicine and 
surgery but also in the ability to deal with the personal and 
human aspects of patients’ problems. We believe the best way 
to do this is by the daily precept and example of the physician 
at the bedside. Only those who have practiced medicine know 
how to teach the practice of medicine. The voluntary, clinical 
faculty, engaged in private practice and giving part of their 
time to the medical school without remuneration, is very 
important in setting this example. 


It was the consensus of the group that some attention 
should be paid to the economics of the practice of medicine 
including such subjects as office management, patient fees, 
and the finances of the young physician in general, professional 
and personal. 

The legal aspects of the practice of medicine need to 
be emphasized and formally taught in the medical school. 
Such courses should take up the commitment of the insane, 
the narcotic laws, our practice liability, damage suits, etc. The 
ethics of the profession should be made clear to the student 
in regard to his relationships with other doctors in consultations 


therefore, should give attention to the personal and human 
qualities of each candidate as well as grades and scores on the 
Medical College Admissions Test. Many schools have found 
that one of the best ways to get reliable information is from 
people who know the applicant personally. The premedical 
or college faculty is an excellent source of information since 
these people have taught the student for two or three years 
and know him as a person in addition to knowing his academic 
ability. Doctors can help the admissions work of the schools 
by writing critical letters of evaluation about candidates from 
their home towns. Superficial commendations which express 
an opinion but say nothing about the reasons for that opinion 
contribute very little. Since I have been at this meeting, 
I have had one or two doctors speak to me about candidates 
they knew who were applying to my school and they did so 
with some apology. They need not apologize. The ad- 
missions committee of my school welcomes information that 
comes from one who knows the student personally, since it 
very often gives the kind of thing we cannot find out from an 
interview, tests, or grades. 

(3) Education for General Practice 


The next item discussed was the importance of training 
young men for family physicians, or for general practice, or 
as general physicians, whichever term you prefer to use for 
the family doctor. 


Many schools are developing or already have residency 
programs for general practice. This should be encouraged. 

As a means of interesting students in general practice, as 
well as instructing them in fundamental aspects of the prac- 
tice of medicine, many schools have encouraged their students 
to work with selected practitioners during the summer be- 
tween the third and fourth years or for a period of one or two 
months during the third and fourth years. In some instances 
the student is paid a stipend of, say, $100 a month and some- 
times he receives maintenance only. The medical school of 
the University of Kansas under the able leadership of Franklin 
Murphy has demonstrated what can be done by this method. 
(4) Negro Medical Education 


We next discussed the need for Negro medical education in 
the South, both undergraduate and graduate. 


As you know there are now only two Negro medical schools 
in the country. However, 54 of the nation’s 79 medical schools 
= Negroes; practically all schools do, except those in the 

uth. 

There has been discussion in the profession of the desir- 
ability of membership for the Negro physician in national 
medical societies. One deterrent has been the fact that hotels 
in which the societies meet will not admit Negroes as guests. 
The Committee has no solution for this vexing problem but 
believes that it probably would be good for the over-all 
welfare of the country as well as the Negro physician if he 
were permitted to belong to worthwhile organizations of 
national scope. 


It was agreed that intern and residency training programs 
for Negro physicians in the South were deficient in quality 
and number. The Homer G. Phillips Hospital here in St. 
Louis offers one of the best examples of a good graduate 
training program for Negroes. This hospital is the Negro 
division of the City Hospital of St. Louis, and both Washing- 
ton and St. Louis Universities participate in the educational 
program for the house staff. 


If these programs are to be completely successful, there 
must be cooperation on the part of other physicians in the 
community as well as those who are members of medical 
school faculties. If this fuller participation is not forthcoming 
or drops off, these programs will naturally deteriorate. This 
is in line with the experience of communities which have 
started graduate training programs for Negroes only to have 
them fail because of lack of active participation by the 
medical school faculty and the medical profession of the 
area. 

(5) Regional Integration of Hospital and Medical Services 

The need for regional integration of hospital and medical 
services was the next matter discussed. I mentioned this in 
= last report but will state the matter a little differently 
ere. 


There are several examples of regional plans in this country 
and some have been in effect for many years. One is the 
Bingham Associates Plan in New England which has done 
much to raise the level of medical care in rural Maine, in 


{ 
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cooperation with the Tufts Medical School and the Pratt 
Diagnostic Hospital in Boston. 


The Kellogg Foundation has a number of plans in opera- 
tion with chief emphasis on residency and intern training in 
outlying hospitals. These hospitals are affiliated with the 
parent medical center, which may or may not be related to 
a medical school. 


The Commonwealth Fund has sponsored a similar plan with 
again a slightly different emphasis. The emphasis here is 
placed on special training for the ancillary personnel which is 
required to staff the small hospital adequately. The most 
notable example is the program established by the affiliation 
of a number of hospitals in the central section of New York 
State, extending from Rochester to Elmira, New York. The 
operating room supervisor, the laboratory and x-ray tech- 
nician, and all personnel requiring specialized instruction can 
be trained in the medical center. A central purchasing agency 
has even been set up through which the hospitals can buy 
items not available in their respective communities. 


It seems to me that the problem of adequate staffing for 
the small hospital is more pressing than ever because of the 
large number of smaller hospitals going up over the country 
with Hill-Burton funds. 


While all of these plans have different emphases, their 
efforts are directed toward the common goal of better 
medical care. Medical schools should and would like to 
participate in these plans to serve their region and com- 
munities, but medical schools are short of funds. 


In January of 1950 the Georgia Hospital and Health 
Council was organized for the purpose of initiating a regional 
plan for this state. (I mention this for interest since I know 
about this plan). This group is made up of practicing 
physicians, chiefs of staff and staff members of various 
hospitals in the state, some hospital administrators, and two 
members of the Public Health Service, representing the 
dental and nursing professions. This group of about 75 people 
constitute the over-all governing body of the Council which 
also has an Executive Committee. The idea of the Council 
is to obtain funds from any available sources: from local 
foundations, from philanthropists, or by assessment of in- 
dividual hospitals, the small hospital paying $500 or less 
than the larger hospital contributing $1,000, more or less. 
It was thought possible to accumulate a budget of $35,000 to 
$50,000 and with these funds to employ full-time people who 
are experts in hospital management and administration and 
under them, people who are experts in food service, launder- 
ing service, and the mechanics of special equipment and 
apparatus. A travel budget would permit these experts to 
visit each hospital and consult with the doctors, chiefs of 
staff, and the administrator on the job with reference to 
local problems and their solution. 


There is great need for training technicians in laboratory 
work, radiography, and other special fields and under this 
program it is hoped that such training could be provided at 
base hospitals. 


The Council has no funds as yet, but we have the or- 
ganization; the people of Georgia are interested, and we 
believe we shall be able to raise sufficient funds to put the 
plan into operation. 


To cite our own experiences again, Emory University has 
a grant from the Kellogg Foundation which is being directed 
toward a residency and intern training program for outlying 
hospitals. It is just getting started. 


The Committee believes that development of these plans 
for integration of medical services by states and regions can 
do far more than compulsory health insurance to improve the 
quality and distribution of medical service. It seems to me 
that it would be most helpful if the Southern Medical As- 
sociation would endorse such programs in principle. (My 
Committee did not vote on this, but we talked about it.) 
Then, later an appropriate article might be published ex- 
sd these schemes in greater detail than time permits 
today. 


(6) Federal Support of Medical Education 


The final item of business was a re-affirmation of the 
Committee’s position, taken last year, in regard to Federal 
support of medical education. That is: while deploring the 
necessity of financial aid to medical education, we believe it 
is essential to the nation’s medical schools, providing the 
money is given in such a way as to preserve academic freedom 
and with no strings attached, and providing it is made man- 
datory that the Surgeon General follow as well as secure the 
advice of the Advisory Council. 


September 1951 


The Special Committee on Pension or Retirement Plan, Dr. 
Clifford N. Heisel, Chairman, made the following report which 
was approved: 


REPORT OF COMMITTEE ON RETIREMENT 
OR PENSION PLAN 


Your Committee on a Retirement or Pension Plan for 
employees of the Southern Medical Association have given 
careful thought to the matter of a possible plan for retire- 
ment pay or pension (hereinafter spoken of as retirement) for 
employees of our Southern Medical Association, and wishes 
to pass on to you these observations and recommendations: 

The members of the Council and of the entire Southern 
Medical Association, appreciate most deeply the faithful work 
of its employees, and sincerely wish to work out a practical 
plan for providing an income for them when advancing 
maturity of years or physical disability may make it im- 
possible or unwise for them to continue in active service. A 
study of the financial resources of our Southern Medical As- 
sociation leads us to feel that we are now able to work out 
a retirement plan if our employees will cooperate in par- 
ticipating in the creation of a retirement fund. We feel that 
the financial reserves of the Association are entrusted to us 
for wise handling, and a sizable reserve does not mean that 
we should exceed in possible generosity the prevailing prac- 
tical plans of similar organizations for retirement funds. 

We have studied carefully the information and recom- 
mendations of Neville, Brown & Regan, management en- 
gineers and accountants, and are recommending that the 
Council accept their proposed general basis for determining 
the amounts of retirement pay, with certain modifications as 
mentioned later. 


We would like to call your attention to the information 
given by these consultants concerning the new or 1950 
Social Security Act, as it may affect our employees. We 
find that the American Medical Association is now required 
to observe Social Security payments by and for its employees, 
and we call your attention to the fact that at any time the 
Southern Medical Association might be compelled to do like- 
wise—and it would be to the benefit of our employees to get 
started on Social Security as soon as possible. We also find 
that it is the prevailing custom of many other scientific, 
educational, fraternal and business organizations to invite and 
require their employees to make small but systematic invest- 
ments or deposits toward retirement, whether in an independent 
retirement plan, or in a plan which supplements Social Security 
benefits. We are also mindful of the fact that some employees 
of ours might, for some good reason, wish to change to 
another employer, whose organization requires observance of 

ial Security, and therefore it will be to the advantage of 
such employee to get started on Social Security as soon as 
possible, namely, January 1951. 

We would therefore like to recommend that the Council 
offer our employees a retirement plan to provide retirement 
pay to total the amounts suggested by Neville, Brown & 
Regan, with the understanding that all of our employees who 
are eligible will participate in Social Security, and that the 
Southern Medical Association will provide the difference be- 
tween the Social Security benefits of a given employee, and 
the amount called for in the schedule suggested by Neville, 
Brown & Regan. In the cases of Mr. Loranz, Dr. Dabney 
and any other employee who might not be able to qualify 
under Social Security, the Southern Medical Association will 
provide the full amount of retirement called for by the 
schedule mentioned, without reference to Social Security. 


We feel that an employee should have been in our employ- 
ment for a minimum of five years before becoming eligible 
for retirement pay (although his or her Social Security 
benefits will be transferable to a new employer if he leaves 
us under five years). If he or she changes to an employer 
not covered by Social Security, the Southern Medical Associa- 
tion will offer to return to such employee the total of all 
Social Security payments such employee shall have made, with 
interest at 2 per cent. We also feel that if an employee has 
worked for the Southern Medical Association for a minimum 
of fifteen years, such an employee should be entitled to a 
minimum retirement pay of $100.00 per month, if such em- 
ployee retires because of age or physical disability (regardless 
of whether or not the schedule agreed on would provide 
$100.00 per month). This recommendation is based on the 
fact that a decent standard of living would be difficult to 
maintain on a retirement pay of less than $100.00 per month. 

We recommend the adoption of the fiscal principle that 
all increment or income from our reserve funds invested in 
bonds, go directly into a retirement fund and that a certain 
amount from the general revenue of the Association, be 
transferred each year to the Retirement Fund, the amount 


Vol. 44 No. 9 MINUTES, ST. LOUIS MEETING 


to be determined by the Council each year. We recommend 
that the figure of $6,000.00 per year be accepted for the 
start of the plan, with the understanding that the Council, 
acting on competent fiscal advice, may change the annual 
figure in later years as may be deemed wise. The Associa- 
tion’s payments for Social Security of its employees, will be 
made from the Retirement Fund. 

The principles of retirement pay may be summarized as 
follows: 

(1) Effective as soon as our employees may elect to go 
under Social Security benefits, any employee may be eligible 
for retirement when he or she shall have reached age 65 or 
shail have been in the employment of the Southern Medical 
Association for a total of 40 years (whichever time may be 
reached first), or when such employee may have incurred a 
total and permanent physical disability (and so judged by the 
Council), provided such employee shall have served Southern 
Medical for at least five years. At its discretion, the Council 
may direct the retirement of an employee under age 65 or 40 
years service. The total length of service of an employee 
shall be computed from the time he or she was employed by 
Southern Medical, regardless of the time this retirement plan 
becomes effective. 


(2) The amount of ideal retirement compensation for each 
employee shall be computed on the basis of 30 per cent of 
base salary, plus % of 1 per cent for each year of service, 
not to exceed 40 years. If an employee has at least 15 
years of service and retires because of age or disability, such 
employee’s retirement compensation shall be not less than 
$100.00 per month. If the employee is eligible for and has 
taken advantage of Social Security, the maximum obligation 
of the Southern Medical’s Retirement Fund shall be to 
furnish the difference between such employee’s Social Security 
benefits on retirement, and the retirement compensation com- 
puted as described in this paragraph. For employees who 
started with the Southern Medical prior to 1946, this ‘‘ideal” 
schedule is hereby undertaken. For employees who were em- 
ployed after 1945, the Council reserves the right to consider 
some practical annuity plan the premiums to be shared by 
the Association and the employees. 

(3) The Retirement Fund of the Southern Medical As- 
sociation shall consist of the income or increment of the 
invested reserves of the Association, plus an annual deposit 
from the general income of the Association as determined each 
year by the Council, with an initial deposit of $6,000.00 for 
1951, to remain at $6,000.00 annually until the amount may 
be changed by action of the Council. 


(4) There should be a thorough biennial review of the 
Retirement Fund and Plan. 


(Signed) Ciirrorp N. Hetser, Chairman. 


The Council approved the offer that the President, Dr. McKay, 
made to the American Medical Association and to the Government 
of the good offices and facilities of the Southern Medical Associa- 
tion in the National Emergency. 


The invitation of the Dade County Medical Association, Miami, 
Florida, for the Southern Medical Association to meet in Miami 
in 1952, was read. The Council unanimously accepted the invita- 
tion. 


The Report of the Trustees, submitting the reports of the 
Secretary-Manager and the Auditor, was read and approved. 


REPORT OF TRUSTEES 
To the Council of the Southern Medical Association: 


The Trustees of the Southern Medical Association met at 
the Jefferson Hotel, Room 312, St. Louis, Missouri, Monday, 
November 14, at 5:00 p.m. Present: Dr. James A. Ryan, 
Chairman, Covington, Kentucky; Dr. E. Vernon Mastin, St. 
Louis, Missouri; Dr. M. Y. Dabney, Birmingham, Alabama; 
Dr. E. L. Henderson, Louisville, Kentucky: and Dr. Oscar B. 
Hunter, Washington, D. C. 


The meeting was called to order by the Chairman. 


The report of the Secretary-Manager, Mr. C. P. Loranz, for 
the fiscal year ending September 30 was presented. 


The Trustees approved in toto the report of the Secretary- 
Manager, and complimented him very highly on his report, on 
his efficient service over the years, and for the fine showing 
he has made for the fiscal year. 


There being no further business, the Trustees adjourned. 
(Signed) James A. Ryan, Chairman. 
REPORT OF SECRETARY-MANAGER 


A detailed financial statement for twelve months, the fiscal 
year ending September 30, is here given and is self- 
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explanatory. It has been one of the best years, trom a finan- 
cial point of view, in the history of the Association. The 
books for the fiscal year have been audited by the auditing 
firm selected by the Council, Neville, Brown & Regan, and 
we are transmitting a copy of their report. 


The amount of U. S. Government bonds, purchase value, 
as shown in the report at the close of the last fiscal year was 
$91,020.00. During this year we have purchased from cur- 
rent funds $9,620.00, making a total of U. S. Government 
bonds now held by the Association as $100,640.00. 


Last year we reported 7,954 members and during the year 
have received 554 new members. The losses from resignations, 
deaths, and suspensions were 687, leaving a net membership 
at this time of 7,831, or a net loss for the year of 123. 


As your Secretary-Treasurer and General Manager, carrying 
the title of Secretary-Manager, I have endeavored this year, 
as I have in past years, to conduct your affairs in a satis- 
factory manner, tried at all times to be faithful and efficient. 
I have tried to be as economical as possible and carry on the 
Association activities at the lowest cost without curtailing any 
more than possible the size of the JourNAL or any other 
Association activities that we have. 


I wish to express my appreciation for the fine cooperation 
of the President, Dr. Hamilton W. McKay, and of all other 
officers, general and of the sections, and of the officers and 
committees of the host society, the St. Louis Medical Society, 
as well as those who work with me at headquarters. 


(Signed) C. P. Loranz, Secretary-Manager. 
Birmingham, Alabama, November 10, 1950. 


REPORT OF AUDITOR 


To the Southern Medical Association: 

We have made an examination of the balance sheet of the 
Southern Medical Association as of September 30, 1950, and 
the related statements of revenue and expense for the year 
then ended. In connection therewith, we have proved the 
footings of all cash records and have accounted for all recorded 
cash receipts and disbursements. Cash on deposit was recon- 
ciled with confirmed statement of the depository at September 
30, 1950 and the office petty cash fund was verified by count. 


United States Government bonds were examined by us and 
found to be in proper order in every respect. Bonds costing 
$9,620.00 were purchased during the year, thus increasing 
the Association’s investment in these securities to $100,640.00. 
Print paper on hand at September 30, 1950, stored at the 
Sloan Paper Company warehouse, was verified by direct com- 
munication with officials of that company. 


Accounts receivable arising from charges for advertising in 
the SouTHERN MEDICAL JoURNAL, reprints, and extra cuts 
were analyzed and aged according to billing dates. Ninety- 
five per, cent of these accounts were less than 60 days old 
and it is believed that the loss, if any, from uncollectible 
accounts will be nominal. Revenue from dues, subscriptions 


MEMBERS BY STATES 


The following is a comparative statement of membership of 
the Southern Medical Association for the past seven years: 


1944 1945 1946 1947 1948 1949 1950 


Alabama ..... ‘ . 398 416 463 492 521 524 550 
Arkansas .......... . 212 219 224 230 230 217 212 
VDistrict of Columbia _ - 163 170 271 198 223 224 200 
wFlorida —..... ...- $23. 316 453 567 757 822 807 
400 449 433 495 546 596 557 
WKentucky —............ 428 437 494 512 510 520 554 
Louisiana —............... 395 386 405 322 441 435 419 
335 332 364 Sil 572 552 486 
Mississippi -.................. 262 251 266 272 272 270 298 
VWMissouri _... 559 627 648 649 620 601 597 
North Carolina _......... 389 383 410 562 496 519 500 
Oklahoma 384 305 327 320 319 307 290 
South Carolina 207 191 213 244 260 251 258 
Tennessee 423 415 471 495 509 503 503 
Vrexas 735 733 732 739 745 750 742 
Virginia. 429 «2436 «28459 «8474 «481 «472 
West Virginia —...... . 232 234 246 254 269 262 260 
Other States and 
| See 437 382 127 126 129 120 126 
6641 6679 6983 7447 7893 7954 7831 
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SUMMARY OF EARNINGS 


Revenue Accounts 
Expense Accounts —....... 


Gross Profit for year ending September 30, 1950 


Net Profit for year ending September 30, 1950 $ 


SURPLUS ACCOUNT 


Surplus for year ending September 30, 1949 
Net Profit for year ending September 30, 1950 


Surplus for year ending September 30, 1950 


880 
BALANCE SHEET 
Baiance Sheet, Southern Medical Association, Fiscal Year 
Ending September 30, 1950 (October 1, 1949, 
to September 30, 1950) 

Debits Credits 
$117,943.96 
U. Government Bonds. $100,640.00 
Air Lines Travel Fund (deposit). 425.00 
Paper Stock (print paper on hand) 3,227.32 
Furniture and Fixtures... 7,325.81 
Depreciation 758.00 
Revenue 
Advertising 85,554.90 
Dues 54,028.58 
Subscriptions 4,905.03 
Reprints 562.69 
Exhibits 22,420.00 
Interest and Discount. 186.33 
Expense 
Publishing (printing JouRNAL) 48,509.24 
Cuts and 2,630.87 
Journal Wrappers 956.27 
Second Class Postage 1,365.00 
Office Postage 3,193.46 
Salary 42,620.42 
Stationery and Pelating 5,288.66 
Office Supplies and Bapenee 1,211.58 
Telephone and Telegraph... 708.77 
3,885.00 
Subscription Commision 22.00 
Advertising Expense 374.87 
Addressograph Expense 428.45 
Traveling Expense —....... 2,859.57 
Expense at Cincinnati. 17,478.77 
Expense at St. Louis _. 98.94 
Banking Expense 17.12 
Section Secretaries 362.75 
Woman’s Auxiliary _.... 750.00 
General Expense 2,041.93 
Income Tax 23.20 
Contributions 525.00 
Dues to Civic and Trade 

Organizations 29.00 
Executive Eupenee 478.19 
Employes Hospital de 146.15 
Insurance 206.05 
Audit Fee 450.00 
Council Meeting 142.64 
Accounts Receivable (owe us)-.... 4,234.27 
Accounts Payable (we owe) ‘i 1,363.42 
$286,988.11 $286,988.11 


$167,657.53 
139,956.14 


27,701.39 
758.00 


26,943.39 


$117,943.96 


26,943.39 


$144,887.35 
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and technical exhibits was taken into account on the basis of 
cash receipts. 


In our opinion, based upon our examination, the accom- 
panying balance sheet and related statements of revenue and 
expense with supporting schedules present fairly the financial 
condition of the Southern Medical Association at September 
30, 1950, and the results of its operations for the year then 
ended, in conformity with generally accepted accounting prin- 
ciples, applied on a basis consistent with that of the preceding 
year. 

(Signed) NevILLeE, Brown & REGAN, 
Certified Public Accountants, 
By Curis H. Krnc, C.P.A. 


Birmingham, Alabama, November 1, 1950. 


The Council, speaking for the Association, expresses to the 
St. Louis Medical Society, the St. Louis County Medical Society, 
the Missouri State Medical Association, the hotels, the press and 
to all others who have contributed so much to the success of the 
meeting in this city, their sincere appreciation for the 
pitality extended while guests here. It is the opinion of the 
Council that this, the St. Louis meeting, has been one of the 
best in the history of the Association. Those who are in attend- 
ance have enjoyed the sincere hospitality of the profession and 
feel that a great measure of credit for the success of the meeting 
is due to the interest manifested by the local profession and by 
the citizens of St. Louis. 


The Council elected Dr. Hamilton W. McKay, the outgoing 
President, as a member of the Board of Trustees, for a term of 
six years to succeed Dr. James A. Ryan, Covington, Kentucky,. 
whose term expires with the close of this meeting. 


Council elected Dr. Fred E. Woodson as a member of the 
Executive Committee to succeed Dr. W. L. Pressly whose term 
expires with this meeting. 


Council elected Dr. F. A. Holden, formerly Vice-Chairman of 
the Council, as Chairman of the Council and Chairman of the 
Executive Committee of the Council for next year; and Dr. R. L. 

ders, as Vice-Chairman of the Council and of the Executive 
Committee of the Council. 


The Council then adjourned as a Council and reassembled as a 
Nominating Committee. 


(Signed) W. L. Pressty, Chairman. 


REPORT OF NOMINATING COMMITTEE* 
The Council, as your Nominating Committee, presents for your 
consideration the following: 
For President-Elect: Dr. R. J. Wilkinson, Huntington, West 
Virginia. 
For First Vice-President: Dr. Walter C. Jones, Miami, Florida. 


For Second Vice-President: Dr. Edwin C. Ernst, St. Louis, 
Missouri. 

(No nomination for Editor, Assistant Editor and Secretary- 
Manager. The Editor and Assistant Editor were elected last year 
for a term of five years and the Secretary-Manager was elected 
three years ago for a term of five years). 


(Signed) W. L. Pressty, Chairman. 


*At a General Session held at the Kiel Municipal Auditorium, 
Opera House, St. Louis, Missouri, Tuesday, November 14, 4:30 
p.m., the report of the Nominating Committee was accep’ 
the nominees elected by acclamation. 


STATEMENT OF ASSETS AND LIABILITIES 


Assets 

U. Government Bonds at Cost... $100,640.00 
425.00 
Furniture and Fixtures... 7,325.81 
Accounts Receivable (owe 
Cash 

$146,273.97 

Liabilities 

Accounts Payable (we 1,386.62 
144,887.35 


$146,273.97 


‘| 
= 
E 
‘ 


Vol. 44 No. 9 


Added carbohydrate is required for well 
balanced formulas. Adequate carbohydrate: 
1. Spares protein for tissue building functions. 

2. Permits proper metabolism of fat. 

3. Promotes optimum weight gain. 

4. Encourages normal water balance. 
Pediatric authorities recommend a caloric 
distribution of about 15% from protein, 
35% from fat, 50% from carbohydrate. For 
40 years, cow’s milk and Dextri-Maltose® 
formulas with this approximate caloric dis- 
tribution have been used successfully. 

These formulas very often consist of 4% 
evaporated milk, % water and 5% added 
Dextri-Maltose—about 1 level tablespoon 
Dextri-Maltose to 5 ounces of formula. 
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It takes 
adequate 
added 
carbohydrate 


to balance the formula 


with the infant’s needs 
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/ 
10 years old f/and a change for the better 
7 


/ 
/ The 10th anniversary of the clinical use of 
4 amorphous penicillin is fittingly marked by 
the introduction of a new and improved 
crystalline compound, one that is usually 
well tolerated even by penicillin G (benzyl 
penicillin) sensitive patients — 


Cer-0-Cillin* 


ALLYL MERCAPTOMETHYL PENICILLIN) 
The replacement of the benzyl by an allyl- 
mercaptomethyl group is a “change for the 
better” 


1. Affording a lower incidence of allergic 
reactions. 


2. Enabling continued penicillin therapy of 
most G-reactive patients, and 
3. Permitting a majority of G-sensitive indi- 
ree viduals to resume penicillin G without 
, reaction—after a course of Cer-O-Cillin. 


Upjohn 


for Medicine... Produced with care... Designed forhealth 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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A “short cut” to control of edema 


in ambulatory congestive failure cases 


mercurial injections ° 


control of 
edema 


limited activity 


edematous 
state 


low sodium diet 


‘ 7 
Re S 0 ( e C for sodium removal 


‘Resodec’ will permit many of your ambulatory patients— 


in the mild or moderately severe stages of congestive failure— 
to return to more nearly normal living. Because it brings 

the patient into the compensated state, ‘Resodec’ usually 
reduces the hardships that formerly had to be imposed 

in these cases, i.e., (1) limited activity, (2) rigid sodium 


restriction, and (3) mercurial injections. 


‘Resodec’ restores sodium balance Aja 
Smith, Kline & French Laboratories, Philadelphia 


*Resodec’—S.K.F.’s Trademark for their polycarboxylic cation exchange resin 
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Continued irom page 368 


Dr. William Purcell, Jefferson, 
Johnston-Hall Hospital, Calhoun. 

Dr. Herbert W. Burton, Atlanta, has opened offices there for 
the practice of internal medicine. 

Dr. Osler A. Abbott, Atlanta, has been elected Governor of 
the American College of Chest Physicians for Georgia. 

Dr. Darnell L. Brawner, a native of Hamilton, has opened 
offices in Savannah for the practice of obstetrics and gynecology. 

Dr. Glenville Arkwright Giddings has associated with Dr. 
Glenville Giddings in Atlanta for the practice of internal medicine. 

Dr. William H. Bateman has associated with Dr. Conway 
Hunter in Atlanta for the practice of obstetrics and gynecology. 

Dr. Edward S. Marks, Marietta, has been certified by the 
American Board of Surgery. 
_ Dr. Thomas A. Harris has associated with Dr. Charles W. 
Smith in Atlanta for the practice of obstetrics and gynecology. 

Dr. John D. Deal has opened offices in Portal for the practice 
of medicine. 


has joined the staff of the 


KENTUCKY 


Dr. William L. Woolfolk, Owensboro; Dr. Clyde C. Sparks, 
Ashland; and Dr. Joseph A. Bowen, Louisville, have been ap- 
pointed a nominating committee to make nominations for officers 
of the Kentucky State Medical Association at its centennial meet- 
ing October 2-4 at Louisville. Dr. Woolfolk is Chairman. 

Dr. William R. McCormack, Bowling Green, Chairman of the 
Centennial Subcommittee on Historical Exhibits of the Kentucky 
State Medical Association has announced that the association will 
cooperate with five other organizations in presenting historical 
exhibits at the association meeting which will depict 100 years of 
medical progress in Kentucky. The organizations are the Kentucky 
State Dental Association, the Kentucky Pharmaceutical Associa- 
tion, the Kentucky State Association of Registered Nurses, the 
Kentucky Hospital Association and the State Department of 
Health. The Exhibits will be in the Columbia Auditorium, Louis- 
ville, site of the Centennial Meeting of the Kentucky State 
Medical Association. 

Dr. Malcolm D. Thompson, Louisville, has been elected Presi- 
dent of the Kentucky Surgical Society to succeed Dr. Pat R. Imes, 
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Louisville. 
President. 

Dr. Richard R. Slucher, Buechel, has been installed as Presi- 
dent of the Kentucky Academy of General Practice. Dr. Joe M. 
Bush, Mt. Sterling, has been elected President-Elect; Dr. Keith 
P. Smith, Corbin, Vice-President; and Dr. David G. Miller Jr., 
Morgantown, Secretary-Treasurer. 

Dr. Robert Lich, Jr., head of the Urology Department of the 
University of Louisville School of Medicine, has been elected a 
member of the Society of Genito-Urinary Surgeons. 

Dr. Harold F. Berg, Louisville, has announced his association 
with Dr. Alvin B. Ortner, practice limited to general and vascular 
surgery. 

Dr. George Sprogis, Danville, has associated with the Kentucky 
State Hospital there. 


Dr. E. W. Jackson, Paducah, has been elected Vice- 


LOUISIANA 

Dr. Harry Meyer, New Orleans, has been installed as President 
of the New Orleans Gynecological and Obstetrical Society. Dr. 
Curtis J. Lund has been elected President-Elect; Dr. E. W. Nelson, 
Vice-President; Dr. Abe Golden, Secretary; and Dr. John C. 
Weed, Treasurer. 

Dr. Walter J. Burdette, New Orleans, of the Louisiana State 
University School of Medicine, New Orleans, has been granted 
$25,000 by the Public Health Service of the Federal Security 
Agency to improve instruction in cancer diagnosis by future 
physicians, dentists and osteopaths. Dr. John W. Overstreet, of 
the Tulane University School of Medicine, New Orleans, has 
received $25,000 under the same plan. 

Dr. Neal Owens, New Orleans, professor of clinical surgery in 
the Tulane University School of Medicine, has been elected Vice- 
President of the American Association of Plastic Surgeons. 

Dr. Henry Ogden, New Orleans, has been elected second Vice- 
President of the American College of Allergists, Inc. 

Dr. Ruth Shushan, New Orleans, recently returned from Cornell 
Medical College where she took a course in cytology under Dr. 
George Papanicolaou. 

Dr. W. J. Burdette, New Orleans, associate professor of surgery 
at the Louisiana State University School of Medicine, recently 
took the basic course in radio active isotopes at the Oak Ridge 


Continued on page 56 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


OBSTETRICS and GYNECOLOGY 


A full-time course. In Obstetrics: lectures; prenatal clinics; 
witnessing normal and operative deliveries; operative 
obstetrics (manikin). In Gynecology: lectures; touch 
clinics; witnessing operations; examination of patients pre- 
operatively; follow-up in wards postoperatively. Obstetrical 
and gynecological pathology. Anesthesia. Attendance at 
conferences in obstetrics and gynecology. Operative gyne- 
cology on the cadaver. 


EYE, EAR, NOSE and THROAT 


A combined full-time course covering an academic year 
(9 months). It consists of attendance at clinics, witness- 
ing operations, lectures, demonstration of cases and cadaver 
demonstrations; operative eye, e2r, nose and_ throat 
(cadaver); head and neck dissection (cadaver); clinical and 
cadaver demonstrations in bronchoscopy, laryngeal surgery 
and surgery for facial palsy; refraction; radiology; path- 
ology; bacteriology; embryology; physiology; neuro- 
anatomy; anesthesia; physical medicine; allergy; examina- 
tion of patients preoperatively and follow-up postopera- 
tively in the wards and clinics. Also refresher courses (3 
months). 


PROCTOLOGY and 
GASTROENTEROLOGY 


A combined course comprising attendance at clinics and 
lectures: instruction in examination, diagnosis and treat- 
ment; witnessing operations; ward rounds; demonstration 
of cases; pathology; radiology; anatomy: operative proc- 
tology on the cadaver. 


RADIOLOGY 


A comprehensive review of the physics and higher mathe- 
matics involved, film interpretation, all standard general 
roentgen diagnostic procedures, methods of application and 
doses of radiation therapy, both x-ray and radium, standard 
and special fluoroscopic procedures. A review of derma- 
tological lesions and tumors susceptible to roentgen therapy 
is given, together with methods and dosage calculation 
of treatments. Special attention is given to the new diag- 
nostic methods associated with the employment of contrast 
media such as bronchography with Lipiodol, uterosalpin- 
gography, visualization of cardiac chambers, perirenal in- 
sufflation and myelography. Discussions covering roentgen 
departmental management are also included. 


FOR INFORMATION ADDRESS 
THE DEAN, 345 WEST SOTH STREET. NEW YORK 19. N. Y. 
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B@ wide spectrum of antibacterial 
action 
@ additive and possibly synergistic 
antibacterial potency 


@ markedly greater safety in systemic 
sulfonamide therapy 

apparent reduction in hypersen- 
sitive reactions 

@ less possibility of development of 


drug-resistant organisms 


Excellent flavor, convenience and 
economy for the patient. 


Each teaspoonful (5 cc.) supplies: 
100,000 units buffered penicillin G 


potassium 


.167 Gm. Sulfadiazine 


.167 Gm. Sulfamerazine 


.167 Gm. Sulfacetimide—the sulfonamide 
of choice for the third component. 


ALSO: White’s Dramcillin. e White’s Dropcillin White’s Dramcillin-250 


WHITE LABORATORIES, INC., Kenilworth, N. J. 
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10 out of 12 patients in one series! 


Yo 22 out of 30 patients in another series? 


responded to Vioform in sycosis barbae 
A 
after penicillin had failed!” 


CREAM 
1. Martin-Scott, 1.: Brit. Med. J., 1:837, 1949. 


2. Overton, J.: Brit. Med. J., 1:840, 1949. 


2/1705 ib 
viororm® (hHODOCHLORHYDROXYQUINOLINE) Ci a PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N. J- 
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IN HYPERTENSION .. 


(A brand of Rutin, Phenobarbital and Mannitol Hexanitrate, P.-M. Co.) 


Rutol combines the valuable prophylactic effect of rutin 
against capillary fragility and possible cerebral accident, 
with the sustained well-tolerated vasodilative action of man- 
nitol hexanitrate and the central sedation of phenobarbital. 


WELL TOLERATED - EASY TO TAKE 
Each Rutol Tablet contains: 


Phenobarbital . 8 mg. (1/8 gr.) 
Mannitol Hexanitrate. . ........ 16 mg. (1/4 gr.) 


Bottles of 100, 500 and 1000 tablets. 


1. Griffith, J. Q., Jr. and Associates: Proc. Soc. Exper. 
Biol. & Med. 55:228-229 (March) 1944, 


2. Shanno, R. L.: Amer. J. M. Sc., 211:539-543 (May) 1946, ITMAN- OORE COMPANY 


PHARMACEUTICALS AND BIOLOGICAL CHEMISTS 
DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 


capiiary controived in 
capillary fragility was reduced to 
3 
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Institute of Nuclear Studies in Tennessee. Also taking the course 
was Dr. Henry C. McGill, Jr., assistant professor of pathology 
at the School of Medicine. 


MARYLAND 


Dr. John H. Hornbaker, Hagerstown, has been elected a member 
of the Board of Medical Examiners of Maryland by the Medical 
and Chirurgical Faculty of Maryland, and will serve on the 
board until June 1955. He succeeds Dr. W. Allen Griffith, Berwyn, 
who has retired. 

Baltimore will be the host city for the annual meeting of the 
West Virginia Section of the Southeastern Surgical Congress, 
September 13-15. Convention headquarters will be at the Lord 
Baltimore Hotel. 

The Johns Hopkins University School of Medicine, Baltimore, 
has received a grant of $25,000 from the Public Health Service 
of the Federal Security Agency for the purpose of improving 
instruction in cancer diagnosis and treatment by future physicians, 
dentists and osteopaths. Dr. William W. Scott will administer the 
fund. The University of Maryland School of Medicine has also 
received $25,000 under the same plan. The fund will be admin- 
istered by Dr. Grant E. Ward. 

The Semiannual Meeting of the Medical and Chirurgical Faculty 
of the State of Maryland will be held in the Atlantic Hotel, Ocean 
City, September 14. 


MISSISSIPPI 


Dr. G. S. Bryan, Amory, recently completed a compilation of 
information and photographs on physicians who have practiced 
medicine in Mississippi. He has spent the last six years since his 
confinement with a coronary attack in trying to get information on 
all men who have practiced medicine in Mississippi. He now 
reports his work is as complete as he can make it. 

The University of Mississippi School of Medicine, Oxford, has 
received a grant of $5,000 from the Public Health Service of the 
Federal Security Agency to be used in improving instruction in 
cancer diagnosis and treatment by future physicians, dentists and 
osteopaths, 
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UNIVERSITY of PENNSYLVANIA 
GRADUATE SCHOOL OF MEDICINE 


2nd Annual Course 


CURRENT ADVANCES IN MEDICINE 
AND SURGERY | 


For Specialists and General Practitioners 
September 24-28, 1951 


A comprehensive 5-day course with 
10 symposia and choice of 40 panel 
discussions covering current ad- 


vances in medicine, surgery and the 
major specialties. 
For information address: 
The Dean, Graduate School of Medicine, Room 236 
UNIVERSITY OF PENNSYLVANIA 
Philadelphia 4, Pa. 
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Relief of Pain 


Nerve Block With 


DOLAMIN 


LOW BACK and LOWER QUADRANT PAIN 
POST-HERPETIC PAIN 
OCCIPITAL NEURALGIA 
SCIATIC PAIN 
SELECTED CASES of 
MIGRAINE SEGMENTAL NEURALGIA 


Persistent post-operative pain is often due to 
segmental neuralgia. Most of these patients 
can be controlled.* 

*Judovich & Bates. 


RELIEF of PAIN in ANGINA PECTORIS 
Treatment by injection of stellate ganglia 
with Dolamin and Procaine. 

“Angina Pectoris.—Stubbs and Woolsey treated 18 pa- 
tients with angina pectoris by bilateral injection of the 
stellate ganglion with buffered ammonium sulfate solu- 
tion. . . . There were no therapeutic failures and no 
deaths. . . . Bilateral stellate ganglion injection with 
buffered ammonium sulfate solution is a simple, quick 
and effective method for relief of severe angina 
pectoris.” 

The Journal of Medical Association, Vol. 
7 No. 12, P. 

Our Tt a may be summarized by recounting that 

WE. patients were blocked thirty-one times during 
the course of a year. The results were excellent in 
thirteen cases or 72 per cent; fair in five cases or 28 
per cent; and there was no failure.” 
Southern Medical Journal, Vol. 43, No. 8, P. 675-678, 
“Angina Pectoris, Treatment by Injection of Stellate 
Ganglia with Ammonium Sulfate,”” by James B. Stubbs, 
M.D., and Robert Dean Woolsey, M.D. 


FORMULA 


Ammonium § sulfate 


Benzyl alcohol ... 2 75 per cent. 
ium chloride per cent. 

Ph to 7.2 with 

H20 qs. Ad.... 10 ce. 


10 
in packages of 12, 25, and 100. 


PROFESSIONAL SAMPLE 


We will gladly forward a professional sample and re- 

print of the article in Southern Medical Journal on 

request. If you prefer, write name and address on 

margin of this page and mail to Medical Service Dept., 

a od Laboratories, Inc., 428 S. 13th St., Philadelphia 


PHILADELPHIA 47, PA. 
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TO DECREASE DRAINAGE 
TO MINIMIZE MALODOR 
TO FACILITATE HEALING 


SOUTHERN MEDICAL JOURNAL 


Discharge and malodor of bacterial 
cervicitis and vaginitis can be markedly 
decreased by Furacin Vaginal 
Suppositories. 


When the infection is accessible to 
vaginal medication, it is usually 
promptly eradicated by the powerful 
antibacterial action of Furacin, whose 
spectrum includes many gram-negative 
and gram-positive organisms. 


When cauterization or conization of 
the cervix is indicated, use of Furacin 
Vaginal Suppositories pre- and post- 
operatively is reported to produce 
cleaner, faster healing with less 
slough and drainage. 


New Therapy in 
Cervicitis & Vaginitis 


Furacin Vaginal Suppositories 


Furacin® Vaginal Suppositories contain 
Furacin 0.2%, brand of nitrofurazone 
N.N.R. in a base which is self-emulsi- 
fying in vaginal fluids and which clings 
tenaciously to the mucosa. Each supposi- 
tory is hermetically sealed in foil which 
is leak-proof even in hot weather. They 
are stable and simple to use. 

These suppositories are indicated for 
bacterial cervicitis and vaginitis, pre- and 
postoperatively in cervical and vaginal 


surgery. 


Literature on request 


NORWICH, NEW YORK 


OFURAN 


‘oO / 
A unique class of 
antimicrobials 
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VITAMIN 


FOLIC ACID 


VITAMIN C 


DOSAGE 
THERAPEUTIC 


MAINTENANCE 


SUPPLY 
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The Squibb 
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RUBRA Family 


RUBRAMIN RUBRAFOLIN RUBRATON RUBRAFERATE 
per ce. per capsule per teaspoonful per capsule 
| Cl) |< dD 
15, 30 & 50 25 417 417 
micrograms micrograms micrograms micrograms 
1.67 0.28 0.28 
milligrams milligrams milligrams 
220 


milligrams ferric 
ammonium citrate 


milligrams ferrous 
sulfate exsic. 


milligrams 


15 to 30 micrograms daily for 
a week or more; when 
neurologic involvement is 
present, 50 micrograms 

or more daily. 


lor2 


2 teaspoonfuls 
t.i.d. 


2 capsules 
t.i.d. 


Generally, 30 to 50 micrograms 
twice a month; when 
neurologic involvement is 
present, 50 micrograms 

a week. 


1 capsule daily 


1 teaspoonful 
t.i.d. 


1 capsule 


l cc. ampuls, 15 & 30 micrograms 
of vitamin Biz per ampul. 5 & 10 cc. 
vials, 30 micrograms per cc. 

10 cc. vials 50 micrograms per cc. 


Bottles of 100 


Pint and 
gallon bottles 


Bottles of 100 


NOTE: The above are average 
doses. As with all antianemia prep- 
arations, dosages must be adjusted 
to meet the needs of the individual 


patient. 


Also available: Solution Rubramin Crystalline 
(Squibb Crystalline Vitamin B.: Solution) in 1 
cc. ampuls, 15 micrograms of crystalline vitamin 
B,; per ampul, and 10 cc. vials, 30 micrograms 
of crystalline vitamin B,: per ce. 


*RUBRAMIN’ IS A REGISTERED TRADEMARK AND ‘ RUBRAFOLIN’, “RUBSATON’ AND ‘RUBRAFERATE’ ARE TRADEMARKS OF E.R. SQUIBB & SONS 


SQUIBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 


For the Common Anemias... | 
a= 
| 
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| | 
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Diets restricted because of allergies, diabetes, ulcers, etc. are frequently 
low in vitamin C’*°—thus adding a nutritive deficiency to the existing 
condition.* In gastric and duodenal ulcers,” a subscorbutic state is 
particularly serious because it interferes with collagen formation and 
capillary integrity.’ Florida orange juice alone—or with milk to 
prevent a possible “burning” sensation—is not only a palatable 
source of vitamin C, but a quick means for providing an energizing 
“lift”*’ produced by the easily assimilable fruit sugars.* 
Fortunately Florida orange juice is virtually non-allergenic.’ 


FLORIDA CITRUS COMMISSION + LAKELAND, FLORIDA 


| 
Citrus fruits—among the richest REFERENCES: 
known sources of vitamin C—also Vitamins In Medic cine, 
e 5 ed., Heinemann, 
contain vitamins A and B, readily 
Ohio J. "Be. 44:123, 1944. 
assimilable natural fruit sugars, and a1 C. et al: 
‘Uleer, Slaxiaton, 1950. 
other factors, such as iron, calcium, 4. Jeans, P. C. and Marriott, W. 


McK.: Infant “Nutrition, 

. JOU al, ed.: Clinical 
B. Hoeber, 1950. 


citrates and citric acid. 


. McLeste . S.: Nutrition and 
4th Sa oe 1944. 
. Sherm: H. Chemistry of 
Food and 7th ed., 


Spies 


FLORIDA 


Oranges . Grapefruit 
Tangerines 


1 
for a sound mind and healthy body 
i 
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Winston-Salem, has been appointed associate Dean at the school 

of medicine. 

MISSOURI 
Dr. Alphonse McMahon, Associate Professor of Internal Medi- 
cine, Saint Louis University School of Medicine, St. Louis, 


‘ has Winston-Salem, has resigned his position there to become professor 
been named Chief of Staff of St. John’s Hospital, the hospital i 
being connected with the University. 


of biochemistry and head of the new department at the University 
of North Dakota School of Medicine. 

Dr. Melvin A. Casberg, Dean, Saint Louis University School of Four alumni of the Duke University Medical School, Durham, 
Medicine, St. Louis, has been appointed by the American Medical who died in service in World War II, were recently honored with 
Association as Chairman of its new Section on Military Medicine. a bronze plaque in the main lobby of the Duke Hospital. The 
Dr. Casberg served in the Office of the Surgeon General of the 


names on the plaque are: Walter E. Brown, °39; William W 
United States Army in 1949, just prior to coming to St. Louis as Green III, °44; John F. Kincaid Jr. 
During World War II he was Jr., °44. 


Dr. W. E. Cornatzer, assistant professor of biochemistry at the 
Bowman Gray School of Medicine of Wake Forest College, 


Dean of the School of Medicine. 


on duty with the Army in China and at one time was personal The Duke University School of Medicine, Durham, has been 
physician to Madame Chiang Kai-Shek. granted $24,899 by the Public Health Service of the Federal 

Major Richard H. Baker, United States Medical Corps, a native Security / i 
of Landisville, Pennsylvania, has been assigned as Professor of Mili- 


Agency to improve instruction in cancer diagnosis and 
SS Mili treatment by future physicians, dentists and osteopaths. 

tary Science and Tactics in charge of the Medical Reserve Officers . i 
Training Corps at the St. 


, 42; and Robert E. Seibels, 


s . Dr. Wiley 
D. Forbus will administer the fund. The University of North 
Louis University School of Medicine, Carolina School of Medicine, Chapel Hill, has received $5,000 
St. Louis. He succeeds Colonel Albert W. Shiflet who has been under the same plan, the fund to be administered by Dr. K. M. 
transferred to Camp Carson, Colorado Brinkhous. 
Dr. Arthur W. Proetz, St. 


Louis, has been awarded the De Dr. Paul G. Filmore and Dr. Robert F. Poole will work at the 

Roaldes gold medal of the American Laryngological Association, Puke University School of Medicine on fellowships sponsored by 

an award made only six times before since its establishment in the Atomic Energy Commission it has been announced by Dr. 

award of merit and Grant Taylor, director of the Atomic Bomb Casualty Commission, 
achievement in teaching, authorship and research.” n sistan i 

The Washington University School of Medicine, St. Louis, has and dean of Ge Dube medical chest sew on leave. 

been granted $25,000 by the Public Health Service of the Federal 


Dr. Charles H. Sawyer, Durham, professor of anatomy at the 
Security Agency for improving instruction in cancer diagnosis and Duke University Medical School, 
treatment by future physicians, dentists and osteopaths. 


has resigned that position to 
a fad become professor of anatomy at the University of California School 
will be administered by Dr. Robert A. Moore. St. Louis University 
School of Medicine, St 


of Medicine in Los Angeles, California. 
. Louis, has been granted $25,000 under 
- same plan, the fund to be administered by Dr. Charles E. OKLAHOMA 
Sherwin. 
C. S. Stotts discontinued in Pawhuska to 
= . take postgraduate work in surgery in Kansas City, Missouri 
NORTH CAROLINA Dr. R. K. McIntosh, Jr., Tahlequah, has been elected President 
Dr. Robert L. McMollan, associate professor of clinical internal 
medicine at the Bowman Gray School of Medicine of Wake Forest 


of the Cherokee county «chapter of the Northeastern State College 
Alumni Association. 

College, Winston-Salem, has been certified by the American Board 

of Cardiology. 


Dr. O. J. Hagg and Dr. Harold A. Rosier, both of Waurika, 
recently opened a modern clinic there 
Dr. Frank R. Lock, professor of obstetrics and gynecology at 
the Bowman Gray School of Medicine of Wake Forest College 


Continued on page 66 
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ACUTE OTITIS MEDIA 
REMOVAL OF IMPACTED CERUMEN 


AS AN ADJUNCT TO SYSTEMIC ANTI- 
INFECTIVE THERAPY 


CONTAGIOUS DISEASE EAR INVOLVEMENTS 


FORMULA: Glycerol (DOHO) ........ 17.90 GRAMS 
(Highest obtainable spec. grav.) 
Antipyrine 0.81 GRAMS 
Benzocaine 0.21 GRAMS 


0-T0S-MO-SAN 


fot CHRONIC SUPPURATIVE OTITIS MEDIA 


FURUNCULOSIS AND 
AURAL DERMATOMYCOSIS — 
FORMULA: 2.0 GRAMS 
Sulfathiazole 1.6 GRAMS 


Glycerol (DOHO) Base..16.4 GRAMS 


RHINALGAN © 


Nasal Decongestant WITHOUT Circulatory 

or Respiratory Effect 

COMMON COLD: SINUS INFECTIONS: PRE AND 
POSTOPERATIVE NASAL SHRINKAGE: HAY FEVER 
ALLERGIC AND HYPERTROPHIC RHINITIS 


FORMULA: Desoxyephedrine Saccharinate 0.50% w/v in an isotonic aqueous 
solution with 0.02% Laurylammonium saccharin. Flavored. pH 6.4. 


Supplied in THE DOHONY SPRAY-O-MIZER* 


Combination S D 
PLEASANT — EFFICIENT See 
NON-TOXIC — BACTERICIDAL Also for Office and Hospital use 
in Pint bottles. 


Scientific and Clinical Data sent on request 


DOHO CHEMICAL CORP., 100 Varick St., New York 13, N. Y. 


Also MALLON DIVISION — Makers of RECTALGAN 


DOHO RESEARCH PRODUCTS 
“STRICTLY ETHICAL— ADVERTISED ONLY TO THE PROFESSION | 
j 
| 
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PREVENTING BORDERLINE NUTRITIONAL STATES 
IN CHILDREN 


N recent years increasing interest has 
been focused on the relationship be- 
tween nutrition and the physical, mental and 
emotional development of children. It is now 
well recognized that listlessness and apathy in 
the child frequently may be nothing other than 
manifestations of a borderline nutritional state 
resulting from faulty food selection and in- 
adequate consumption. Moreover, such seque- 
lae of faulty nutrition often respond dramati- 
cally to improved food habits.* 
For preventing borderline nutritional states 
in children due to food whims, poor choice of 
foods, or lack of interest in eating, Ovaltine in 


milk enjoys long-established usefulness. Its 
rich content of biologically complete protein, 
vitamins and minerals can supplement even 
grossly deficient diets to optimal nutrition. The 
delicious flavor of Ovaltine invites its accept- 
ance and lends interest to eating when the ap- 
petite lags. Children particularly like Choco- 
late Flavored Ovaltine. 

Three servings of Ovaltine in milk furnish 
the supplementary amounts of nutrients shown 
in the appended table. 


*Baumgartner, L.: Wider Horizons for Children; The Mid- 
century White House Conference and Children’s Nutrition. 
J. Am. Dietet, A. 27:281 (Apr.) 1951. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


PROTEIN. ..... 
a FAT 
OVALTIS! CARBOHYDRATE 
CALCIUM... 
PHOSPHORUS. 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 


Three servings of Ovaltine, each made of 12 
oz. of Ovaltine and 8 oz. of whole milk,* provide: 


65Gm. RIBOFLAVIN...... 2.0 mg. 
-0.94 Gm. Wim 30.0 mg. 
OSmg. CALORIES ....... 676 
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The Inside Story 


*Trade Mark Reg. 
U.S. Pat. Off. 


Several improved devices in recent years 
have greatly facilitated the excision of 


split skin grafts. None, however, has sim- 
plified the subsequent transfer and trans- 
plant of the graft to the lesion—the most. 
difficult and time consuming part of 
the operation. The Reese Dermatape 
technique used with the Reese Derma- 
tome so greatly simplifies the mechanics 
of skin graft transplanting as to reduce 
operating time, frequently, to one half or 
one third. 


In brief, the Reese Dermatape technique 


for the excision of split skin grafts... 
1. Permits the cutting of multiple drums cf 
skin without loss of operating time. 


2. Facilitates handling of the om after 
excision. 


3. Simplifies transplanting graft to the 
lesion. 

4. Eliminates suturing in most cases. 

5. Assures a higher percentage of suc- 
cessful “take”. 


6.Conserves valuable operating time, 
and reduces hospitalization. 


Ask your dealer for full details 
Mfg. by BARD-PARKER COMPANY, INC. 


Danbury, Connecticut 


WAY you sh 
REES Ould use 
REESE With TOME | 
Simplifieg 
Split QUE 
skin gratin 
g 
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4 reasons why you 


should prescribe oral penicillin 


Just as effective as 
penicillin by needle 


| 

| 
. . it has been repeatedly . sensitization is least 
demonstrated that the oral | common following oral ad- 
| 


| 
| 
| 


‘route is as effective as the ministration.” 
parenteral route when ade- Keefer, Chester S.: Ann. Int. 
quate doses of penicillin are Med. 33:582 
used.”’ 
Keefer, Chester S.: Am. J. Med. | 
7:216 


K 


x Easier for the physician 
The physician is spared the 
time and trouble of returning 
repeatedly to administer in- 
jections. 


Easier on the patient 


The patient is spared the 
upsetting unpleasantness of 
the needle. 


| 
| 
| 
| 
\ 
| 
| 
\ 
4 


Eskacillin 100 

100,000 units of penicillin per 5 cc. (1 teaspoonful) 

Eskacillin 

50,000 units of penicillin per 5 cc. (1 teaspoonful) 

the unusually palatable liquid penicillins for oral use 

Available in 2 fl. oz. bottles ‘Eskacillin’ T.M. Reg. U.S. Pat. Off. 


Smith, Kline & French Laboratories, Philadelphia 


|_| 
4 
| 
\ 
| 
| 
| 
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| 
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n investment in 


Picker x-ray apparatus is an 


investment in consistently 


high performance over an 


300 FOURTH AVE., NEW YORK 10, 


PICKER X-RAY CORP., 


| 
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What 
to look for in an 
electrocardicgraph 
today 


When you plan to buy an ECG, you may find 7 
that various makes ‘‘look alike’’ to you. 

Further consideration, however, reveals v4 
important differences. Listed below 

are the things that make up these 

differences—and also make the ?~ 

Viso Cardiette today’s fore- 

most electrocardiograph. 


DIRECT WRITING 


LEADERSHIP — — Imitators of original Sanborn features 
thus acknowledge Viso ee but don't reach 


DEPENDABILITY Making ECGs is not new to 
Sanborn Company — there's 28 years’ development 
_ behind each Viso, and over 10,000 Visos in use today. 


QUALITY — Only the finest materials and workman- 
ship, found in the Viso, provide the precision that 
_ heert testing demands. The Viso is the FIRST ECG 
accepted by the Underwriters’ Laboratories. 
ACCURACY - The Viso meets all recognized ECG 
standards, exceeds many of them. to te 
accepted by the AMA Council. 


SERVICE thirty-one Sanborn continu- 
ously available expert service and close source 
» And, you have constant contact by mail 


SANBORN 


— CAMBRIDGE 39, MASSACHUSETTS 
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Dr. J. H. Rollins, has moved from Pawnee to Enid. 


Three Oklahoma physicians recently received membership in the 
Fifty Year Pin Club. Those receiving their fifty year pins were: 
Dr. L. S. Willour, McAlester; Dr. C. F. Walker, Grove; and Dr. 
J. L. Wharton, Depew. 

Dr. L. Chester McHenry, Oklahoma City, has been installed as 
President of the Oklahoma State Medical Association. Dr. Alfred 
R. Sugg, Ada, has been elected President-Elect of the Association; 
Dr. Allen Gibbs, Oklahoma City, Vice-President; Dr. Lewis J. 
Moorman, Oklahoma City, has been re-elected Secretary-Treasurer; 
and Dr. John F. Burton, Oklahoma City, has been elected Dele- 
gate to the American Medical Association. 

The University of Oklahoma School of Medicine, Oklahoma City, 
has received a grant of $25,000 from the Public Health Service oi 
the Federal Security Agency to be used for the improvement of 
cancer diagnosis and treatment by future physicians, dentists and 
osteopaths. Dr. F. M. Lingenfelter will administer the fund. 


SOUTH CAROLINA 


Dr. W. Ely Brooks, Charleston, has opened offices there for the 
practice of urology. 

Dr. Augusta E. Willis, former associate professor of radiology at 
Emory University, Atlanta, Georgia, has opened offices in Baker 
Hospital, Charleston, for the private practice of radiology. She 
will furnish x-ray facilities for the hospital. 

Dr. Legare Kerrison has opened offices in Charleston for the 
practice of ophthalmology. He recently finished working in 
ophthalmology in Philadelphia. 

Dr. John Holliday and Dr. Landrum I. McCarroll have as- 
sociated for the practice of medicine in Greenville. 


TENNESSEE 


The Nashville Academy of Medicine will conduct its Annual 
Post-Graduate Medical Assembly at the Maxwell House in Nash- 
ville, October 3-5. 

Dr. R. L. Sanders, Memphis, will attend the International 
Society of Surgery at Paris in the middle of this month. After 
the Society meeting he will visit Italy, Algiers and North Africa. 

Dr. R. R. Overman (Ph.D.), associate prdéfessor of physiology 
at the University of Tennessee Medical Units, Memphis, has been 
appointed director of a new laboratory of clinical physiology. 
Establishment of the laboratory is part of an expansion program 
of Bay university’s College of Medicine. 


r. Luke Ellenburg, Greenville, has reopened his offices there 
ane the practice of pediatrics after completing a residency in 
pediatrics at Vanderbilt University Hospital, Nashville. 


A new Cancer Research Laboratory, built at a cost of $499,088, 
was recently completed at the University of Tennessee Medical 
Units, Memphis, and is the latest addition to the Memphis 
medical center. 

Dr. James A. Loveless, Gallatin, has been elected President of 
the staff of Fountain Head Hospital. Dr. Albert Dittes has been 
elected Vice-President and Dr. S. C. Knight has been elected 
Secretary-Treasurer. 

A new Family General Practice Clinic will be opened in the 
Out-Patient Department of the John Gaston Hospital by the 
University of Tennessee College of Medicine, Memphis, and the 
hospital Board of Trustees. The clinic will stress ‘‘family practice” 
according to Dr. O. W. Hyman, Vice-President of the Medical 
Units and Dean of the College of Medicine. The clinic is scheduled 
to open September 27. 

First Lieutenant Walter H. Smartt, Chattanooga physician, is 
now in Japan at the 314th Air Division Base. 

Four members of the faculty of the University of Tennessee 
Medical Units, Memphis, have received a grant from the United 
States Public Health Service for cancer research. They are: Dr. 
Douglas H. Sprunt, chief of the division of Pathology and Bac- 
teriology; Dr. Anne Dean Dulaney, associate professor of pathology 
and bacteriology; Dr. Robert P. Conger, instructor in chemistry; 
and Miss Sara Grace Richmond, instructor in pathology and bac- 
teriology. The grant, which totals $23,196, will be used in 
re-evaluating old tests for cancer and developing new ones. 

Dr. Walter D. Hankins, Johnson City, has been elected Presi- 
dent of the Tennessee Radiological ‘Society. Dr. J. E. Whiteleather, 
Memphis, has been elected Vice-President; and Dr. J. Marsh 
Frere, Chattanooga, has been elected Secretary-Treasurer. 

Dr. D. F. Douglas, Dyer, has been elected President of the 
West Tennessee Medical and Surgical Association. He succeeds 
Dr. Charles F. Webb, Jackson. 


Dr. Charles H. Eades, jr., Memphis, assistant professor of 


Continued on page 68 
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The American “18” Pantrak 


(Model 18-T) 


“ASEPTIC CONTROL 
the 
SURGEON 


WITH A REMOVABLE 
STERILIZABLE 
CONTROL HANDLE 


Plus @ Controls for circulating nurse. 
“4 Track mounting for complete coverage of operating field. 
8 Offset spring-tensioned arm for vertical adjustment as 
P well as illumination of lateral and perineal approaches. 
STERILIZER COMPANY 
Pennsylvania 


| DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 
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HAIMASED 


(TILOEN) 


finest of all 
hypotensive 


Sulfocyanates 


“the only known substances which will, with rea- 
sonable safety and over an extended period of 
time, effect substantial reduction in blood pres- 
sure." Annals of West. Med. & Surg., 1:173, 1947. 


All the hypotensive efficacy of the Sulfocyanates 
scent are available in HAIMASED in the 
first and finest Sulfocy- 
anate liquid made in the 
United States. HAI- 
MASED is stable, palat- 
able, easy to take, sugar- 
free. 


Each 100 cc. of HAIMASED represents 4.4 Grams 
(20 grains to the fluid ounce) of Sodium Sulfocyanate. 


Samples and literature upon request 


The TILDEN Company 
New Lebanon, N. Y. St. Louis 3, Mo. 


Over 125 years of faithful service to the medical profession .. ? 
by the oldest manufacturing pharmaceutical house in America. 
Founded 1824. 


Continued from page 66 


chemistry at the University of Tennessee Medical Units, has been 
awarded a $4,995 research grant by the American Cancer Society. 

Dr. Cleo Miller, Nashville, has been elected President of the 
Nashville-Davidson County Red Cross Chapter. 

Dr. W. W. Wilkerson, Jr., Nashville, has been elected Chairman 
of the newly created Board of Directors of the State Tuberculosis 
Hospitals. Other physicians on the Board are Dr. Leland Johnson, 
Jackson; Dr. William J. Sheridan, Chattanooga; and Dr. Joseph 
L. Raulston, Fountain City. 

The Memphis Heart Association, Inc., has awarded grants to 
investigators at the University of Tennessee Medical Units totaling 
$3,950. The Division of Surgery has been awarded $1,200; Dr. 
R. V. Brown, associate professor of pharmacology, $1,500; Dr. 
Robert C. Little, assistant professor of physiology, $650; and Dr. 
Lester Van Middlesworth, instructor in physiology, $600 

Dr. Charles Suggs, Jr., Chattanooga, has been named a diplomate 
of the American Board of Obstetrics and Gynecology. 


TEXAS 


The Texas Medical Association has announced that registration 
at its recent annual meeting totaled 2,034, the largest meeting 
ever held in Galveston. There were 1,219 members registered. 

The Baylor University College of Medicine, Houston, has 
received a grant of $40,000 for an improved and expanded neuro- 
psychiatric service at the Jefferson Davis Hospital. The grant was 
made anonymously. 

Dr. Paul V. Ledbetter, Houston, has been elected President of 
the Texas Heart Association and Dr. Kleberg Eckhardt, Corpus 
Christi, has been elected Vice-President. Dr. George W. Parson, 
Texarkana, has been elected Chairman of the executive committee 
and the following have been named to the committee; Dr. Merritt 
B. Whitten, Dallas; Dr. J. C. Crager, Beaumont; Mr. Douglas 
B. Marshall, Houston; and Dr. W. B. Adamson, Abilene. Mr. 
DeWitt T. Ray, President of the National City Bank of Dallas, 
has been re-elected Treasurer of the Association. 

Dr. G. W. N. Eggers, Galveston, has been elected President of 
the Texas Orthopedic Association; Dr. Felix Butte, Dallas, has 
been elected Vice-President; and Dr. Margaret Watkins, Dallas, 
has been elected Secretary-Treasurer. 

The Texas Academy of General Practice will meet in Houston 
on September 10-11, under the Presidency of Dr. Andrew S. Tomb, 
Victoria. 

The Texas Pediatric Society will meet in Houston, October 
12-13, with Dr. Thomas D. McCrummen, Austin, President, 
presiding 

The Texas Surgical Society will meet in Fort Worth, October 
1-2. Dr. Edward White, Dallas, President, will preside at the 
meeting. 

Dr. Hebbel Hoff, Houston, has been named to the Committee 
on Research of the National Muscular Dystrophy Research Foun- 


Continued on page 72 


Classified Advertisements 


RESIDENCY in orthopedics, available immediately. Apply De- 
partment of Medical and Surgical Care, Charity Hospital, New 
Orleans, Louisiana. 


FOR IMMEDIATE SALE—Complete office equipment for the 
general practitioner including practically new modern office, con- 
sultation and examining room furnishings and instruments with new 
Picker Century x-ray and fluoroscopic unit with 60 ma double 
focal spot tube and all accessories. Also routine laboratory equip- 
ment and microscope. Would prefer to sell im toto but will consider 
offers for individual parts. A real savings to the man who needs 
all of these items. Contact Dr. D. L. Phillips, Spruce Pine, North 
Carolina. 


PHYSICIANS interested or trained in pediatrics or public health 
needed in Health Department; Salary $5907 to $9207; Civil 
Service; Pension. Write Dr. E. R. Krumbiegel, Commissioner of 
Health, Milwaukee, Wisconsin. 


—— 
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Relationship of Stress 
to Autonomic Lability 


Studies in psychosomatics have shown that functional 
disorders often are a result of the patient's inability 
to adjust to emotionally stressful situations (stressor 
factors). 


Nervous tension and chronic anxiety, discharged 
through a labile Autonomic Nervous System, can cause 
somatic disturbance. ''** Such states may involve any 
one of the organ systems or several at one time. 2** 
The outline below relates gastrointestinal and cardio- 
vascular symptomatology to the exaggerated response 
of the autonomic nervous system. 


Physiologic Effects of Autonomic Discharge 
Sympathetic Parasympathetic 
Hypomotility Hypermotility 
intestinal Intestinal Atony Gastrointestinal 
Hyposecretion spasm 
Reduced salivation Hypersecretion 
Cardio- Rapid heart rate Slow heart rate 
vascular Peripheral vaso- Vasodilatation 
constriction 
functional Palpitation Heartburn 
Tachycardia Nausea-vomiting 
tions Elevated B. P. Low B. P. 
Dry mouth—throat Colonic spasm 


Data here tabulated is from references 3.4-5,6.7, given below. 


Diagnosis of functional disorder is supported by the 
following indications of autonomic lability: 


Variable Blood Pressure 
Body Temperature Variations 
Changing pulse rate 
Deviations in B. M. R. 
Exaggerated Cold Pressure Reflex 
Glucose Tolerance Alterations 


Therapy in these cases is directed toward: 1) relief 
of symptoms by drug therapy (so making the patient 
more amenable to psychotherapy); 2) psychothera- 
peutic guidance in making adjustment to stressful situ- 
ations and correction of unhealthy attitudes. 

Clinicians who have studied these disorders, includ- 
ing those of the menopause, report that good thera- 
peutic results are produced by combined adrenergic 
(ergotamine) and cholinergic blockade (Bellafoline) 
with central sedation (phenobarbital) *%'® A con- 
venient preparation of this nature is available in the 
form of Bellergal Tablets. Functional disorders are 
long-term therapeutic problems; therefore, drug treat- 
ment by the following method is recommended: 5 or 6 
tabs. per day for the 1st week; then gradually reduce to 
the smallest dose effective in maintaining the patient 
symptom free (average: 3 tabs. daily). Interrupt for 1 
week out of every month to assess results. 

3. ae. F.: Postgrad. Med. 4: 208, 1948. 2. Wilbur, D.: 
J.A.M.A. 141: 1199, 1949. 3. Williams, E. and Carmichael, 
C.: J. Nat'l. Med. Assoc. 42: 32, 1950. 4. Goodman, L. and 
Gilman, A.: The Pharmacological Basis of Therapeutics, The 
Macmillan Co., 1941. 5. Katz, L. et al: Ann. Int. Med. 27: 
261, 1947. 6. Weiss, E. et al: Am. J. Psychiat. 107: 264, 1950. 
7. Alvarez, W.: Chicago Med. Soc. Bulletin, 581, 1950. 
8. Rakoff, A.: A Course in Practical Therapeutics, Williams 
and Wilkins, 1948. 9. Karnosh, L. and Zucker, E.: A Hand- 


book of Psychiatry, C. V. Mosby Co., 1945. 10. Harris, L.: 
Canad. M. .J. 58: 251, 1948. 


Sandoz Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N. Y. 
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It's Accurale... 


The Burdick Direct-Recording Electro- 


cardiograph is a precision diagnostic 


instrument. The recording mechanism 
is highly sensitive, producing a clear, 
reliable and permanent record. A dis- 
tinctive feature is the continuous time- 
marker, which marks off the seconds 
throughout the record. Paper is fed at a 
constant speed. Accepted by the Coun- 
cil on Physical Medicine of the A.M.A. 


IU Time-Saving 


THE 


Leads are marked automatically, cali- 
bration is done rapidly, selection of 
leads requires only the turn of a switch, 
controls are simple and all on one 
panel. No chemicals, no darkroom, no 
ink, no batteries. The accurate tracing 
is available immediately. 


DIRECT-RECORDING 
ELECTROCARDIOGRAPH 


Let us send you literature on this 
modern, dependable instrument, de- 
veloped and constructed by the out- 
standing manufacturers of physical 
medicine and electrodiagnostic equip- 
ment. 


BURDICK CORPORATION 
MILTON, WISCONSIN 
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USE THE AO MICROMATIC 


OPHTHALMOMETER 


IN EVERY 


for examiner's re- 


accuracy. 


INSTRUMENT DINISION 


REFRACTION 


NEW Focusing Eye- 
piece compensates 


fraction —increases 


September 1951 


a An important step in your refractive ex- 


amination is accomplished by measuring 

Anterior corneal curvature 

* Anterior corneal astigmatism 

* Axis of corneal astigmatism 
with the AO Micromatic Ophthalmometer. 
These data supplement retinoscopic find- 
ings by indicating just what portion of 
the total astigmatism is due to corneal 
curvature. It is indispensable to efficient 
refraction in cases where irregular retino- 
scopic shadows introduce uncertainties, 
low acuity reduces adequacy of subjective 
judgments, and high errors make exact 
determination of axis imperative. Using 
the AO Micromatic Ophthalmometer in 
every refraction facilitates retinoscopy and 
subjective refraction. It is a valuable guide 
for determining the proper correction. 


Compact, efficient, comfortable to you 
and to your patients, the AO Micromatic 
Ophthalmometer is made optically and 
mechanically perfect by skilled instrument 
makers. 


Call your AO Representative for more in- 
formation, or if you prefer, he will arrange 
a demonstration at your convenience. 


15, NEW 


UNIVERSITY of PENNSYLVANIA 


| GRADUATE SCHOOL OF MEDICINE 


GRADUATE STUDIES IN THE 
CLINICAL SPECIALTIES AND 
BASIC MEDICAL SCIENCES 


Eight Month Courses Beginning October 1, 1951 


Anesthesiology Orthopedics 
Basic Medical Sciences Otolaryngology 
Dermatology-Syphilology Pediatrics 
Gastroenterology Physical 
Gynecology-Obstetrics Medicine 
Internal Medicine Radiology 
Neurology-Psychiatry Surgery 
Ophthalmology Urology 


Following completion of the above 
basic courses students may become can- 


didates for the degree of M.Sc. (Med.) 


For information on these and other courses address: 
The Dean, Graduate School of Medicine, Room 236 
University of Pennsylvania, Philadelphia 4, Pa. 
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For many patients each new day is a trying and discouraging affair. They find it . 
difficult to translate inclination into action; routine daily tasks become more and., 


more unmanageable. 


For such patients a good tonic is frequently all that is needed. Eskay’s Neuro 
Phosphates and Eskay’s Theranates stimulate the appetite not only for food, but also 
for the adventure of living. You will find these refreshing tonics two of the most 
useful preparations you have to restore vigor and general tone. Both are available 
only in 12 fl. oz. bottles. 


Smith, Kline ¢> French Laboratories, Philadelphia 


Eskay's Neuro Phosphates: and effective tonic 


Each adult dose, 2 fluid drams (2 teaspoonfuls), 


| 
contains: | 
Alcohol 10 per cent | 
Strychnine glycerophosphate, anhydrous 1/64 grain 
Sodium glycerophosphate 2 grains 
Calcium glycerophosphate 2 grains | 
Phosphoric acid, 75% 1.7 minims | 

! 


Eskay’s Theranates 


the formula of famous Neuro Phosphates, 
plus Vitamin B, (0.75 mg. each adult dose) 


*T.M. Reg. U.S. Pat. Off. 
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Continued from page 68 


dation. Dr. Hoff is Benjamin F. Hambleton professor of physiology 
at the Baylor University College of Medicine, Houston. 

The seventeenth annual meeting of the Post-Graduate Medical 
Assembly of South Texas was held July 23-25 at the Shamrock 
Hotel in Houston. 

Mr. Tod Bates recently resigned his position as Executive Sec- 
retary of the Texas Medical Association and Editor of the Texas 
State Journal of Medicine. Mr. N. C. Forrester has been ap- 
pointed Acting Executive Secretary. 

Dr. William M. Gambrell, Austin, was installed as President of 
the Texas Medical Association at its recent meeting in Galveston. 
Dr. Truman C. Terrell, Fort Worth, was elected President-Elect; 
Dr. Samuel N. Key, Austin, Secretary, and Dr. Robert B. Noman, 
Jr., El Paso, speaker of the House of Delegates. 


VIRGINIA 
_ Dr. Claude C. Coleman, Richmond, a pioneer in neurosurgery 
in the United States, has resigned his position with the Medical 
College of Virginia, Richmond. He was professor and head of the 
department of neurological surgery. 

Dr. C. P. Pope, Pulaski, recently returned from educational 
leave and has taken up his duties as Health Officer of the 
Pulaski-Wythe Health District, headquarters at Pulaski. 

Dr. W. R. Payne, Newport News, has announced the association 
of Dr. W. James Baggs, Jr., in the practice of gynecology. 

Dr. Ralph S. Faris, Richmond, is the new President of the 
American Institute of Homeopathy. 

Dr. Robert Finley Gayle III, Richmond, was recently married 
to Miss Jane Lowry Dale, Richmond. 

Dr. John L. Jennings has moved from Danville to Palmetto, 
Florida, where he will practice medicine and surgery. 

Dr. E. G. Gill, Roanoke, has been elected President-Elect of 
the Alumni Association of the New York Eye and Ear Infirmary, 
New York City, and a member of the executive council. ~ 

Dr. William R. Bond, Richmond, has been appointed by the 
A. H. Robins Co., Inc., Richmond, as director of clinical re- 


search, He is lecturer in physiology at the Medical College of 
Virginia, Richmond. 
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WEST VIRGINIA 


The West Virginia Heart Association will meet at the Hotel 
Morgan in Morgantown, Friday, October 5. 

The Psychiatric Bulletin, a new quarterly publication sponsored 
by the bureau of mental health of the State Department of Health 
made its appearance in West Virginia in July. The publication 
will be distributed through the state to physicians, libraries, hos- 
pitals, industrial plants and county and district health departments. 

Dr. Thomas B. Baer, Huntington, has been appointed chief 
urologist of the Bluefield Sanitarium, Bluefield. 

Dr. Eric W. Walter, Quinwood, has discontinued his practice 
there and has moved to Bismarck, North Dakota, where he will 
continue in general practice. 

Dr. Ralph Frazier, War, is now serving on the staff of Mercy 
Hospital in Logan. 

Dr. Stephen Mamick, White Sulphur Springs, has accepted a 
residency at St. Luke’s Hospital, Chicago. It is for three years. 

Dr. Sam I. Sato, Slab Fork, has moved to Cleveland, Ohio, 
where he has accepted a three-year preceptorship in dermatology at 
the City and University Hospitals. 

Dr. George F. Evans, Clarksburg, has been reappointed as a 
member of the West Virginia medical licensing board by Governor 
Okey L. Patteson. 

Dr. N. H. Dyer, Charleston, State Director of Public Health, 
has been awarded his Master of Public Health degree by the 
University of Michigan School of Public Health. 

Dr. Brady F. Randolph, Jr., Morgantown, has returned to his 
practice there after his release from active service with the armed 
forces. 

Dr. Thomas L. Harris, Parkersburg, has been renamed a member 
of the Board of Governors of West Virginia University by Governor 
Patteson. Dr. Harris is a past president of the West Virginia State 
Medical Association. 

Dr. Robert P. Fosnaugh, Parkersburg, is now a Captain in the 
Army Medical Corps and is on active duty at Fort George C. 
Meade, Maryland. 

Dr. Delivan A. MacGregor, Wheeling, will fill the unexpired 
term of Dr. Robert J. Reed, Wheeling, on the state board of 
health. Dr. Reed resigned late in June. Dr. MacGregor’s term 
will run until June 30, 1956. 


POSTGRADUATE COURSE 
In 


MEDICINE AND SURGERY 
for 


GENERAL PRACTITIONERS 


Emory University School of Medicine In Cooperation 
With The Medical Association of Georgia 


October 8-12, 1951 


Registration Fee $10.00 


The course is designed to present current ideas concerning the diagnostic 
and therapeutic problems of general practice and can be used in meeting part 
of the requirements for membership in the American Academy of General 


Practice. 


Applications for enrollment will be accepted from doctors other than those 


located in the State of Georgia. 


Limit 200 
Send Requests for enrollment to: 
Director of Postgraduate Education 
Emory University School of Medicine 


36 Butler Street, S.E. 


Atlanta 3, Georgia 


’ 
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ACUFF CLINIC 


514 West Church Ave. 
KNOXVILLE, TENNESSEE 


DIAGNOSIS, MEDICINE, SURGERY, ALLIED SPECIALTIES 


MODERN PHYSICAL MEDICINE and REHABILITATION DEPARTMENT 


The Clinic is equipped with 100 mgm. of Radium element and the latest type one 
quarter million volt constant potential X-Ray therapy equipment for the treatment 


of all forms of malignant diseases. 


new dosage form 


for the bag 7 


Dilaudid sulfate 


10 cc. Multiple Dose Vial 


Each ce. contains 2 mg. (1/32 gr.) dihydromorphinone 
(Dilaudid) sulfate in sterile solution—convenient and ready 
for instant use. 


Dilaudid—a powerful analgesic—dose, 1/32 grain to 1/20 grain. 
a potent cough sedative—dose, 1/128 grain to 1/64 grain. 
an opiate, may be habit forming. 


* Dilaudid is subject to Federal narcotic regulations. 


“* 


BILHUBER-KNOLL CORP. RANGE, NEW JERSEY, U.S.A. 


Z 
* Dilaudid ®, E. Bilhuber, Inc. 
; 
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THE CARROL TURNER SANATORIUM 


MEMPHIS, TENNESSEE, Route 6, Box 288 


For the Diagnosis and Treatment of Mental and Nervous Disorders 


Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the Bristol High- 
way). 53% acres of wooded land and rolling fields. Equipment new and modern, including the lesese oqnigmens for 
electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupational and under 
the supervision of a trained therapist. An adequate nursing personnel gives individual attention to each patient. 


STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND 20, VIRGINIA 


Medicine: Surgery: 
ALEXANDER G. BROWN, JR., M.D. STUART N. MICHAUX, M.D 
MANERED CALL, III, M.D. A. STEPHENS GRAHAM, M.D. 
M. MORRIS PINCKNEY, M.D. CHARLES R. ROBINS, JR., M.D. 
ALEXANDER G. BROWN, III, M.D. CARRINGTON WILLIAMS, M.D. 
JOHN D. CALL, M.D. RICHARD A. MICHAUX, M.D. 
Obstetrics and Gynecology: ’ 
WM. DURWOOD SUGGS, M.D. Urological Surgery: 
SPOTSWOOD ROBINS, M.D. FRANK POLE, M.D. 
Orthopedics: 
BEVERLEY B. CLARY, M.D. Oral Surgery: 
GUY R. HARRISON, D.D:S. 
CHARLES P. MANGUM, M.D. : 
ALGIE S. HURT, M.D. Roentgenology and Radiology: 
Ophthalmology, Otolaryngology: M.D. 
W. L .MASON, M.D. 
Pathology: ap TER B. FRISCHKORN, JR., M.D. 
REGENA BECK, M.D. DAL A. BOYER, M.D. 
Bacteriology: Physiotherapy: 
FORREST SPINDLE IRMA LIVESAY 


ector: 
CHARLES C. HOUGH 
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— high theophylline content, ready solubility | 
ampuls for rapid therapeutic effects in: 

powder 

suppositories Bronchial Asthma 


Paroxysmal Dyspnea 


dubin 
aminophyllin @ 


(theophylline-ethylenediamine) 


H. E. DUBIN LABORATORIES, Inc. 250 £. 43rd st., New York 17, N.Y. 


BRAWNER’S SANITARIUM 


Established 1910 
Smyrna, Georgia (Suburb of Atlanta) 


FOR THE TREATMENT OF 


Nervous and Mental Illnesses, Drug and Alcohol Addictions 


JAS. N. BRAWNER, M.D., Medical Director 
ALBERT F. BRAWNER, M.D., Dept. for Men JAS. N. BRAWNER, JR., M.D., Dept. for Women 


Saint Albans Sanatorium 


RADFORD, VIRGINIA 
100-bed private psychiatric hospital for the diagnosis and treatment of nervous and mental 
disorders, including alcoholism and drug addiction. 


J. P. King, M.D. J. L. Chitwood, M.D. Diplomates American Board of Psychiatry and Neurology 
T. E. Painter, M.D. Medical Consultant J. K. Morrow, M.D. D. D. Chiles, M.D. 
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CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addictions to alcohol and drugs. 
Established 1907 


NASHVILLE, TENNESSEE 


ALLEN’S INVALID HOME 
Established 1890 
MILLEDGEVILLE, GEORGIA 


For the treatment of 
NERVOUS AND MENTAL DISEASES 
Grounds 600 Acres — Buildings, Brick 
Fireproof — Comfortable — Convenient 
Site High and Healthful 


BE. W. ALLEN, M.D. H. D. ALLEN, M.D. 
Department for Men Department for Women 


Terms Reasonable 


Grom Our 


WESTBROOK 
PORTFOLIO 


A private psychiatric sanatorium 
employing modern diagnostic and 
treatment procedures—electro 
shock, insulin, psychotherapy, occu- 
pational and recreational therapy— 
for nervous and mental disorders 
and problems of addiction. 


SANATORIUM 


EST.19M 


REX BLANKINSHIP, M.D. 
Medical Director Associate 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Partial view of grounds showing Men’s Administrative Build- 
ing, The Tower under which is the beauty shop, and several 
private cottages including Myrtle Cottage and Cedar Cottage. 


WESTBROOK SANATORIUM 


PAUL V. ANDERSON, M.D. JOHN R. SAUNDERS, M.D. 


President Associate 
THOMAS F. COATES, M.D. 


2 
ae. 3 
— 


Vol. 44 No.9 SOUTHERN MEDICAL JOURNAL 77 


Browne-M cHardy Clinic 


@ Diagnostic and Therapeutic 


Facilities 
@ Internal Medicine and - 
Gastroenterology 
@ Surgery 2 
@ Gynecology and Obstetrics 


@ Radiology—X-ray and 
Radium therapy 


@ Laboratory and Research 
Departments 


@ Hotel facilities available “= 


363 6 AVENUE 
Phone UPtown 9580 ’ New Orleans, La. 


THE WALLACE SANITARIUM 
Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 


Drug Addiction and Alcoholism. 
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Master Sergeant Travis Watkins, of Gladewater, 
Texas— Medal of Honor. On September 3. 1950, near Yongsan. Korea. Sergeant 
Watkins was wounded and paralyzed from the waist down. Ordering his squad to 
pull out and leave him, he stayed behind and died covering their withdrawal. 
Sergeant Watkins gave his life for freedom. What can you do? 


This. You can begin today to do your full share in defense of the country he 
defended so far “ above and beyond the call of duty” by buying more . . . and more 
...and more United States Defense* Bonds. 


For your Defense Bonds strengthen America. And if you will make our country 
strong enough now, American boys may never have to give their lives again. 


Remember that when you're buying bonds 
for national defense, you're also building a 
personal reserve of cash savings. Remem- 
ber, too, that if you don’t save regularly, 
you generally don’t save at all. So go to your 
company’s pay office—now—and sign up 
to buy Defense Bonds through the Payroll 
Savings Plan. Don’t forget that now every 


The U. S. Government does not pay jor this advertisement. It is donated by this publication in 
cooperation with the Advertising Council and the Magazine Publishers of America as « public service. 


United States Series E Bond you own auto- 
matically goes on earning interest for 20 
years from date of purchase instead of 10 
as before. This means, for example, that a 
Bond you bought for $18.75 can return you 
not just $25 but as much as $33.33! For 
your country’s security. and your own, buy 
U.S. Defense Bonds now! 


*CLS: Savings Bonds are Defense Bonds - Buy them regularly! © 
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St. Elizabeth’s Hospital 
TUCKER HOSPITAL, INC. Richmond 20, Virginia 


212 West Franklin St. (Corner of Madison) STAFF 


Guy W. Horsley, M.D... General Surgery 


& Gynecology 


RICHMOND, VIRGINIA Leroy Smith, M.D. Plastic and General Surgery 


D. Coleman Booker, M.D... General Surgery 

& Gynecology 

illiam rohbose rology 
This is a private Hospital for the Neuro- Douglas G. Chapman, uD... Internal Medicine 
: er obertson, M.D... _.. nterna! edicine 
logical Practice of Drs. Beverly R. Tucker, Fred M. 
Howard R. Masters and James Asa Shield. O. Snead, M.D. Roentgenology 
B. Frischkorn, M.D. _.. Roentgenology 

Randal A. Boyer, M Roentgenology 

George E. Snider, M.D. —_.... Internal Medicine 


The Tucker Hospital is for the treatment Helen Lorraine 
of nervous and endocrine diseases. There 
are departments of massage, medicinal exer- 
cises, hydrotherapy and physiotherapy. The 
Hospital is large and bright, surrounded 


Illustration 


Administration 
WILLIAM SCOTT, Business Manager 
The operating rooms and all of the front bedrooms 


by a lawn and shady walks, large verandas are completely air-conditioned. 

and has a roof garden. It is situated in 

the best part of Richmond and is thoroughly School of Nursing 

and modernly equipped. The nurses are The School of Nursing is affiliated with The Johns 
specially trained in the care of nervous cases. Musing — 


months’ course each in Pediatrics and Obstetrics 


Address: Director of Nursing Education 


HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of 
Established in 1925 

Th hl od: in architecture and construction. he di ts—affording proper classifica f ients. 

cious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, oe neal 

city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and 
occupation. Adequate night and day nursing service maintained. 
James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 
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ULCIN 


puts a smile 


in the 


vitamin spoon... 


} PINT (473 CC.) 


PALATABLE EMULSION OF 
AOC THiSMiNg 
AMD NIACINAMIDE 


Reng Soothers: A 
BEFORE USING REEF 


MEAD JOHNSON & CO 
EVANSVILLE IN 


EACH TEASPOON OF MULCIN SUPPLIES: 


Vitamin A . 
Vitamin D . 
Thiamine 
Riboflavin . 
Niacinamide 
Ascorbic Acid . 


3000 units 

- 1000 units 

10mg. 
1.2 mg. 
8.0 mg. 
50 mg. 


Available in 4 oz. and 16 oz. bottles 


Mead’s new vitamin emulsion 
of unexeelled flavor 


and physical qualities 


Matein's refreshing orange flavor, sunny yellow 
color and pleasant aroma will bring smiles to the 
faces of your young patients at vitamin time. 

Children and adolescents enjoy taking Mulcin 
directly from the spoon. For infants. Mulein mixes 
easily with formula, fruit juice or cereal. 

Clear, light texture of remarkable smoothness 
and non-sticky. easy-pouring consistency enhance 
the physical excellence of this vitamin emulsion. 

A product of pharmaceutical elegance, Mulcin is 
a distinguished member of Mead’s vitamin family. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,1ND., U.S.A. 
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patients like this inhaler 


When you recommend Benzedrex Inhaler you can be certain 
that your patients will be grateful . . . and will give you 
complete cooperation between their treatments in your office. 
Here are reasons why patients accept Benzedrex Inhaler 
therapy so readily: 


I. Convenient: Benzedrex Inhaler is easy to carry in pocket 
or hand-bag and simple to use—at work or at play, 
at home or away. 


2. Pleasant to use: Benzedrex Inhaler has a clean, medicinal 
odor. It is agreeable to even the most sensitive nostrils. 


3. Effective: Benzedrex Inhaler provides the prompt and 
satisfying relief from nasal congestion that patients expect 
from a product recommended by their doctor. 


Smith, Kline & French Laboratories, Philadelphia 


the best inhaler ever developed 


*T.M. Reg. U.S. Pat. Off. 
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CALADRYL 


calamine-type antipruritic 
lotion with Benadryl’ 


CALADRYL alleviates the irritation of sunburn, prickly heat, 
diaper rash, and cosmetic rash. It relieves the itching associ- 
ated with urticaria, poison oak, poison ivy, insect bites, mea- 
—— ; sles, chickenpox, contact dermatitis, and minor skin affections. 
CALA RYL The effectiveness of CALADRYL is due to its antihistaminic- 
antipruritic action resulting from the combination of 1 per 
cent BENADRYL with a calamine-type lotion base. 


CALADRYL is pleasant to use and easy to apply. It is a 
smooth, creamy, flesh-colored lotion that washes off readily 
but does not rub off. 


CALADRYL is supplied in convenient 6-ounce bottles. It 
remains suspended for days without marked separation and 


is easily resuspended by slight shaking. 


PARKE, DAVIS & COMPANY 


4 
q 
4 

aZ 

= 

TRADE MARK 

a WELL BEFORE USE, i 
PARKE, DAVIS & COMPAN) & 
8 
2 
| - 
. 
ER F 


